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Calcification of Pleura.—A woman, 
aged 54, with no past or present history of 
respiratory disease, on routine physical 
examination was found to have retraction 
of the thorax on the left, with limited 
movement at the base, markedly impaired 
percussion note over the whole left lung 
except at the extreme apex and base, 

iminished vocal fremitus and vocal reson- 
ance in the left axilla, diminished breath- 
sounds throughout with bronchial character 
from the third rib in front downward, 
bronchovesicular breathing over the left 
back, and coarse rales, increased by coughing, 
throughout the lung. Radiograms showed 
a dense shadow outlining the left lung, and 
the heart to a lesser degree, presumably 
indicating calcification. There was some 
collapse of the lung at the apex and base.— 
A Case of Calcification of the Pleura of an 
Unusual Type, F. M. Young, Lancet, 
December 12, 1925, ccix, 1224.—(E. H. K.) 


Congenital Cysts of Lung.—All cases 
of this condition found in the literature are 
tabulated and number 108. In addition, 
an original case report is presented. The 
clinical course, a stormy one ending in 
death at the twelfth day, is described in 
detail, as are the autopsy findings. The 
chief symptoms referable to the lungs were 
increasingly frequent attacks of respiratory 
failure with cyanosis, and death occurred in 
one of these attacks. The lung showed a 
goodly number of cystic and emphysematous 
blebs over their surfaces. On _ section 
humerous cysts were found throughout both 
ungs, varying in size from those barely 
visible to those 3 mm. in diameter. The 
histological appearance is described in detail, 
indicating that the cause of the cysts was a 
constriction of the walls of the bronchioles 
with a dilatation of the parts distal to it. 
The cause of the constriction is problemati- 
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cal. Such cysts may be found at any age; 
in adults the lack of pigment in the cysts 
proves their congenital origin. The con- 
dition has also been found in animals. 
Variations in structure are described, and 
the theories relating to the development of 
the cysts are reviewed. It is probable that 
a combination of causes is responsible.— 
Congenital Cysts of the Lung, A. R. Koontz, 
Bull. Johns Hopkins Hosp., November, 1925, 
xxxvit, 340.—(J. B. A.) 


Congenital Cystic Disease of Lungs.— 
A newly born child was found dead in 
circumstances suggesting infanticide and 
was submitted to autopsy examination. 
The body was that of a child of about eight 
months’ intrauterine life. It was free from 
marks of violence. Both lungs were in a 
fetal condition, and sank on being placed in 
water. Both were in an advanced state of 
cystic degeneration. Cysts varying in size 
from a pea to the head of a pin were dis- 
tributed throughout the lung tissue. The 
larger cysts were found toward the free 
surfaces. A number of cysts abutted on 
the pleura, but there were no pleural ad- 
hesions. Cystic degeneration of both lungs 
in a newly born child is very rare, and the 
reason for its occurrence is rather obscure. 
Apparently, the condition is a congenital 
degeneration caused by the dilatation of the 
atria.—Congenital Cystic Degeneration of 
Both Lungs, S. Smith, Brit. M. J., May 20, 
1925, no. 3361, 1005.—(B. T. McM.) 


X-Ray Diagnosis of Hydatid Cysts 
of Lung.—The diagnosis of hydatid cyst 
of the lung is not always easy. The cyst 
may be on the right or left side, or in the 
upper or the lower lobe, and in each case the 
operative prognosis is different. Cysts of 
right lung have a more serious prognosis than 
those of the left; those of the upper lobe are 


34 THE AMERICAN REVIEW OF TUBERCULOSIS 


more difficult of operation than those of the 
lower lobe because of the pneumothorax 
which is produced. In cysts adherent to the 
costal wall the cystic membrane is easier to 
extract than in those of the hilum. The 
differential diagnosis of pulmonary cyst from 
sarcoma of the lung is difficult, so much so 
that the diagnosis must be made at opera- 
tion; both clinical and _ roentgenological 
findings are identical in the two conditions. 
A cyst may appear less dense than a sarcoma 
and in the latter the mediastinal shadow may 
be displaced toward the uninvolved side. 
when the cyst is in the lower part of the lung 
and is accompanied by pleural effusion, the 
shadow of the effusion may be continuous 
with that of the cyst or may completely 
obscure it and prevent a diagnosis of the 
presence of cyst. A report of a case is 
given. The patient had a cyst of the right 
lung and tuberculosis of the left. Operation 
was successful and the patient was well six 
years later. Conclusions: 1. Hydatid cyst 
may occur in any locality of the lungs. 2. 
Roentgenologically, pulmonary cyst appears 
as a rounded shadow with clear cut borders 
with concavity toward the midline. If the 
border is rough and irregular the diagnosis 
of cyst may be doubted. 3. In Buenos 
Aires cysts are seen with equal frequency 
in men, women and children; they are as 
frequent on the left as on the right side; 
and they occur with equal frequency in the 
country and in the city.—Roentgenography 
of Hydatid Cysis of the Lung, C. Heuser, 
Am. J. Roentgenol. & Radium Therapy, 
June, 1925, xiii, 529.—(B. T. McM.) 


Treatment of Hydatid Cysts of 
Lung.—Seven cases of hydatid cyst of the 
lung were treated surgically after due con- 
sideration of probable and certain evidence 
in each case. By operating in five stages in 
contrast to the method of Bressot, total 
pneumothorax can be avoided. The method 
of Lamas is advocated. The importance 
of exact localization of the cyst before 
operation is emphasized—Kystes hydati- 
ques du poumon, P. de la Villeon, Meeting, 
Soc. des Chirurgiens de Paris, March 13, 1925, 
reported in Presse Méd., April 1, 1925, no. 
26, 424—(E. H. K.) 


X-Ray Treatment of Chronic Cough 
in Children.—Over a period of 8 months 
22 children with chronic cough were treated 
with roentgen radiation. Twenty were 
entirely relieved in from 2 to 5 exposures, 
with subintensive doses at weekly or ten-day 
intervals. In only 2 was no relief afforded. 
The class of children benefited varies in 
age from 2 to 9. They appear healthy, 
have no distinctive signs in the chest except 


occasional rales, but have a history of long- 
standing cough, generally nonproductive. 
The attacks may be paradoxical and simulate 
bronchial asthma. Roentgenologically, 
there are no typical findings, except peri- 
bronchial fibrosis or some scattered enlarge- 
ment of the bronchial or mediastinal lymph 
nodes. The effect of the roentgen ray is 
thought to be explained on the hypothesis 
of the influence of radiation on lymphoid 
tissue.— Roentgen-Ray Treatment of Chronic 
Cough in Children, M. K. Fisher, Am. J. 
Roentgenol. & Radium Therapy, September, 
1925, xiv, 244.—(E. H. K.) 


Experimental Effects of War Gases on 
Lungs.—Method: All the dogs used were 
gassed with the minimal lethal dose of the 
gas in question. They were considered 
recovered when temperature, pulse and 
respiration had returned to normal and all 
obvious symptoms had disappeared. They 
were then kept in kennels in large yards and 
killed at varying intervals, except in those 
instances when killed by the other dogs. 
Various methods of killing were tried and 
the method was finally adopted of injecting 
a saturated solution of magnesium sulphate 
into the heart, namely, 10 cc. into the left 
ventricle. Death from this method is 
practically instantaneous and without agonal 
convulsions. The method of treating the 
lung was to remove both lungs and trachea, 
and run Zenker’s fluid into the latter until 
the lungs expanded normally, meanwhile 
immersing them in the same solution. It is 
thus possible to.minimize the danger of arte- 
facts. There were a total of 313 dogs in 
the series. Of the ordinary run of stock dogs 
kept in the kennels, about 10 per cent die or 
are killed in the course of a year. In the 
gassed dogs the percentage is 28, the increased 
mortality being chiefly in the first two 
months. Phosgene: 95 dogs which recov- 
ered from phosgene gassing were studied, of 
which 61 were killed purposely and 34 died 
or were killed in the kennels by other dogs. 
There were 68 presenting, in the gross, 
normal lungs. Most of the others had con- 
gestive, hemorrhagic and edematous lesions, 
3 empyema and 2 pneumonia. Microscopi- 
cally, 21 lungs were normal and 24 almost 
normal. The chief lesions encountered were 
obliterative bronchiolitis and small patches 
of organization. These lesions diminished 
with the increased lapse of time. Mustard: 
There were 58 in this series and 46 of the 
lungs appeared normal in the gross. One 
case showed pneumonia. From eight weeks 
on, practically the only lesions encountered 
were small patches of organization. 
Lewisite: Out of a series of sixty, 45 appeared 
normal in the gross. Of those dying, 4 had 


ABSTRACTS OF TUBERCULOSIS 35 


pneumonia, 1 bronchitis. Microscopically, 
few marked lesions were found after the 
sixth week. Chlorine: There were only 11 
in this series and these showed no gross 
lesions. Microscopically, there were no 
absolutely normal lungs in the six dogs 
autopsied in the first six weeks, but of 5 
examined from thirteen to twenty weeks 
after recovery 3 were normal, the others 
showing s areas of organization and 
hemorrhage. Chlorpicrin: There were 48 
dogs in this series. No gross lesions were 
found except for occasional congestion, 
atelectasis or emphysema. Microscopically, 
there was shown an almost complete return 
to normal after five weeks. Methyldichlor- 
arsin; There were 41 of these, of which 32 
showed no gross lesions, 4 had pneumonia, 
3 purulent bronchitis, 1 pleurisy and 1 peri- 
bronchitis. Most had returned to normal 
after eight weeks, on microscopical examina- 
tion, but some chronic changes were found 
up to sixteen weeks. Conclusions: 1. In 
the great majority of dogs gassed at lethal 
concentrations, no pathological lesions can 
be demonstrated from two months to a year 
after recovery. 2. Ina minority permanent 
lung damage is done, but is generally confine 
to small areas, resulting in small patches of 
organization, thickening of the bronchial 
walls with loss of elasticity, or occasional 
plugging of bronchioles. 3. Such small 
amounts of scar tissue as form can hardly 
affect the fundamental efficiency of the lungs. 
4. Since the lungs of dogs are more delicate 
than those of human beings, it is reasonable 
to conclude that in the vast majority of 
surviving gassed men all lesions have dis- 
appeared shortly after gassing and the small 
amount of fibrosis remaining in the minority 
can scarcely cause serious disability— 
When Do Lungs Return to Normal Following 
Exposure to War Gasses? A. R. Koontz, 
Arch. Int. Med., August 13, 1925, xxxvi, 
204.—(A. P.) 


Respiratory Sequellae of War Gases.— 
Today, six years after the last attacks with 
gas, it can be affirmed that the sequellae of 
gas poisoning may constitute a state of 
chronic and incurable disease of the respira- 
tory tract which often simulates and is 
confused with tuberculosis, but as a matter 
of fact is comparatively seldom tuberculous. 
Most of the sequellae appear to be due to 
mustard gas, though chlorine is almost 
equally to blame. Hydrocyanic acid kills 
at once, while irrtant gas (sneezing and 
crying gas) exerts only a superficial action 
chiefly on the upper respiratory passages, and 
leads at times to certain asthmatic mani- 
festations. The pathology of the sequellae 
of poisoning by the first two gases as deter- 


mined by experiments on dogs and by 
autopsies on subjects dying of acute or 
subacute poisoning is somewhat as follows: 
With chlorine, in the early stages, there was 
an acute edema, or areas of atelectasis 
associated with a desquamative catarrhal 
bronchitis; later there were proliferation and 
and transformation of the alveolar epithe- 
lium and more or less emphysema. With 
the mustard gas, false membranes and 
ulcerations of the bronchial mucous mem- 
brane were found, together with areas of 
atelectasis and emphysema. There is also 
an obliterating bronchitis, the initial inflam- 
matory reaction which by its chronicity leads 
to bronchopulmonary sclerosis. This forms 
the basis of the chronic inflammation which 
characterizes the respiratory sequellae, and 
advances progressively with or without suc- 
cessive flareups. These lesions form an 
excellent portal of entry for secondary 
infection from the host, of microérganisms 
of the upper respiratory tract. Each suc- 
cessive advance reacts on the peribronchial 
and tracheal lymph nodes, causing chronic 
adenitis, which in turn provokes an inflam- 
matory reaction of the cellular mediastinal 
tissues and brings about adenomediastinitis. 
For clinical study, the sequellae may be 
divided into rhinopharyngeal and broncho- 
pulmonary sequellae, and tuberculosis. In 
the rhinopharynx, superficial ulcerations and 
chronic coryza with or without anosmia are 
characteristic. In the larynx there are also 
superficial ulcerations causing alterations of 
the voice. In considering the bronchopul- 
monary sequellae there are reviewed a 
number of French articles, which describe a 
great variety of conditions, as the emphy- 
sematous type, the bronchitic or pseudo- 
tuberculous type, simple bronchitis with 
relapses, bronchitis with emphysema, relaps- 
ing edematous congestion, simple func- 
tional trouble, especially asthmatic, pulmo- 
nary sclerosis and congestion of the bases, 
mediastinitis, and proved tuberculosis. It 
is felt that all these are more or less futile, 
since every variety of chronic tracheo- 
bronchitis with relapses, and all their com- 
plications, can be distinguished in the 
sequellae, depending on the extent and depth 
of the lesions, and various other factors, as 
age, condition of the lungs, associated illness, 
and hygienic conditions. The sequellae can 
accordingly remain benign, though chronic, 
or severe with progressive aggravation. 
Two types of the severe form are described, 
the first generally the result of relapses and 
accentuation of the mild form. Here there 
are periods of congestive advance, accom- 
panied by fever and at times hemoptysis. 
Localization is often at the apex. Sputum 
examination is, however, consistently nega- 
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tive for tubercle bacilli. The second type 
is more insidious, advancing by slow 
bronchial inflammation, and extending to the 
peribronchial zone and then to the other 
ramifications of the lung. This constitutes 
chronic bronchioalveolitis, which leads to 
diffuse bronchopulmonary sclerosis and ade- 
nomediastinitis. It is this type which cor- 
responds to the syndrome of chronic bron- 
chitis, with emphysema and adenomedia- 
stinitis, with at times bronchial dilatation, 
or, at least, bronchiolectasis. The chest is 
full of rales, there is a pertussis-like cough, 
and there are asthmatic crises. The right 
heart may become dilated. The malady 
simulates certain varieties of fibrous tuber- 
culosis, and the diagnosis can be difficult, 
since the patient wastes away, loses his 
strength, has slight febrile attacks, and often 
bloody sputum, in which, however, there are 
no tubercle bacilli. X-rays are charac- 
teristic only in the mediastinitis. Otherwise 
the plates resemble any bronchopulmonary 
sclerosis with emphysema. The prognosis is 
not always as bad as described. Many 
improve, or have left only a tendency to 
chronic bronchitis; even the severe cases 
improve somewhat with careful living and 
treatment with potassium iodide and salt 
baths. Some are able to do sedentary work. 
Finally, tuberculosis in the gassed is dis- 
cussed. The low incidence of this disease 
among the gassed veterans is emphasized 
by statistics from different authors, as in 
312 cases of gassed veterans, 2.4 per cent 
were tuberculous; in 737 cases, 1.2 per cent; 
in 1,206 tuberculous patients, only 3 had 
been gassed; in 441 gassed by mustard gas 
only two were tuberculous; in 151 tubercu- 
lous subjects 4 per cent had been gassed. 
In two groups of gassed veterans studied by 
the author, one group of 245 showed none 
tuberculous; another of 85 tuberculous sus- 
pects showed 20 tuberculous. The rdle of 
gas in causing tuberculosis is thus seen to 
be small, and tuberculosis in the gassed 
veterans must be attributed to other fac- 
tors, such as hardship, bad hygiene, alco- 
holism, or enervating illness, which awaken 
lesions, more or less latent. The same 
conclusion was reached by the committee 
of the American Senate. Francine even 
goes so far as to say that gas exerts a 
preventive action against tuberculosis. Con- 
clusions: 1. Poisoning by gas, as borne out 
by clinical observations, statistics and experi- 
ments, is not enough in itself to cause tuber- 
culosis. 2. Aggravation or relapse of tuber- 
culosis immediately following gas poisoning 
must be admitted to be the result of trau- 
matic lesions of the ri epi mucous mem- 
branes, together with the severe injury of the 
body from the poison and other conditions, 
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as cold or overwork. 3. Tuberculosis in the 
gassed veteran, however, cannot be blamed 
on the simple and direct action of the gas, 
and general factors must be considered 
more important, independent of the sequellae 
of the gas, and favored by such circum- 
stances as accidental infection or reactivation 
from weakness of the host.—Les séguelles 
respiratoires des intoxications par les gas de 
combat, E. Sergent, Presse Méd., February 
14, 1925, no. 13, 201—(E. H. K.) 


Tuberculosis and Pneumonokonio- 
sis.—The factor of inhaled mineral dust in 
industry exerts a profound influence upon 
the incidence of pulmonary tuberculosis. 
It was thought that of all the so called 
predisposing factors to tuberculous disease, 
this one might be subjected to controlled 
experimental application. It was hoped 
that such a study might establish the reason 
for the increased incidence of pulmonary 
tuberculosis in certain dusty industries. 
Methods for “dusting” and infecting guinea 
pigs are briefly described. In the treatment 
of tissues for microscopic study one point is 
of great importance; that is, the lungs should 
always be fixed by the injection of Zenker’s 
fluid into the trachea before they are re- 
moved frm the body. This not only gives 
perfect preservation of the tissues, but so 
distends the air spaces that their anatomical 
structure may be clearly observed. Marble 
and granite dust and carborundum powder 
were used for the inhalation or dusting 
experiments, and recently quartz-dust in- 
halations have also been started. Carbo- 
rundum is silicon carbide: marble contains 
about 90 per cent calcium oxide, with 1 or 
2 per cent of silicon oxide; quartz is relatively 
pure silicon oxide, while granite is a mixture 
of silicate and silica, yielding on analysis 
about 70 per cent silicon oxide, of which 25 
to 30 per cent is uncombined. The effect 
on guinea pigs of the prolonged inhalation of 
the first three dusts is briefly as follows: 
Granite dust is readily removed from the 
lungs to the regional lymph nodes, where it 

roduces a marked fibrosis, resulting in 
ymph stasis, which is followed by inflam- 
matory thickening of areolar tissues adjacent 
to the lymphatic trunks. Marble dust may 
act like granite dust through its small silica 
content. The large calcium content of 
marble dust apparently produces no changes. 
Carborundum dust is removed very slowly 
from the lungs, and produces insignificant 
changes in the normal tissues. In animals 
infected with tubercle bacilli of low virulence 
by inhalation, dusting with carborundum 
powder was found to produce a generalized 
chronic pulmonary tuberculosis. The pul- 
monary tubercles did not resolve as they 
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do in nondusted animals. A previous pro- 
longed dusting of the lungs with granite, 
carborundum and marble dusts renders them 
more susceptible to subsequent infection 
with tubercle bacilli. This increased sus- 
ceptibility is greatest with granite and 
least with marble. The cause is attributed 
to lymphatic obstruction, and not to any 
peculiar susceptibility of dust-irritated tis- 
sues. The course of a primary inhalation 
infection with virulent microérganisms was 
found to be more chronic, as a result of the 
inhalation of granite and carborundum 
dusts, due to the tendency to fibrosis and 
cavitation. Subcutaneous inoculation with 
tubercle bacilli of low virulence in animals 
dusted with carborundum, granite and 
quartz dusts failed to produce infection of 
the lungs although the tracheobronchial 
lymph nodes are heavily involved. Evi- 
dently the obstruction of the pulmonary 
lymph channels induced by the dusting is 
not complete, and these vessels are still 
capable of removing foreign bodies from the 
lungs. Animals infected with bacilli of low 
virulence and subject to dust inhalation, in 
response to superinfection with virulent 
bacilli develop a much more chronic type of 
disease than in the undusted control. Larger 
superinfecting doses without immediate 
death are also tolerated. The mortality from 
epizodtic pneumonia among guinea pigs ex- 
posed to dust inhalation was found to be ex- 
cessive, probably due to the factor of lym- 
phatic obstruction. The application of these 
findings to the problems of industrial pneu- 
monokoniosis is briefly indicated. If the 
primary lesion of pneumonokoniosis is in the 
tracheobronchial lymph nodes, then the time 
required for the iedamaen of the disease is 
that which is necessary to transport sufficient 
dust to these nodes to produce an obstruc- 
tion in their sinuses. In case the nodes are 
normal, many years will be needed to 
obstruct them; while nodes already involved 
with healed or healing tuberculosis would 
more readily react to smaller amounts of 
dust, and an obstructive fibrosis would occur 
after a much shorter time. Such an explana- 
tion could account for the great irregularity 
in the time required for the development of 
demonstrable silicosis in industry. Ex- 
posure to certain silicious dusts can cause a 
new dissemination of tubercle bacilli from 
old partially healed foci. The adult white 
laborer more likely receives his superinfec- 
tion from within rather than from his exter- 
nal surroundings.— Tuberculous Infection and 
Tuberculosis as Modified by Experimental 
Pneumonokoniosis, L. U. Gardner, Tubercle, 
April & June, 1925, vi, 336 & 443.— 
(J. S. W.) 
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Significance of Colds in Tuber- 
eulosis —Colds have been considered impor- 
tant in the development and progression of 
tuberculosis. They are no doubt the result 
of exposure. If children are allowed to run 
on the cold ground their feet are in a tem- 
perature of 10° to 15° lower than that of the 
air surrounding the head. There is an 
effect on the skin and on the mucous mem- 
brane of the respiratory tract, which is com- 
plicated by the variable individual factors. 
By the time the air reaches the posterior 
pharynx five-ninths of the temperature 
differences are compensated for, and by the 
time it reaches the glottis the remainder 
has been neutralized. The effect of exercise 
in its relation to this is discussed. The 
second action of cold is its distant action, 
such as, for instance, the cooling of the feet 
that results in rhinitis, tracheitis and bron- 
chitis. No doubt, catarrhs due only to cold 
can develop, which run their course without 
fever. More commonly, however, the ca- 
tarrhs are set up by an infection. Because 
of colloid chemical changes, the mucous 
membrane forms an exceptionally favorable 
nutrient medium for pathogenic microérgan- 
isms of various types. The cold injures the 
protective mechanism of the lung, as well as 
the lymph nodes of the pharynx, trachea and 
bronchi. These are the locations where 
tuberculosis is frequent. They also open a 
portal of entry for secondary infections as 
the result of the disturbance of the mucous 
membrane colloid relationship. With every 
increase of colds there is also an increase of 
infectious diseases (scarlet fever, measles, 
diphtheria, mumps, influenza, etc.). Colds 
also, like tuberculosis, affect the relationship 
of the nervous system in its bodily regulation. 
Tuberculosis causes night-sweats, the dis- 
appearance of fat and injury to the skin 
itself. In the preliminary stage of pulmo- 
nary tuberculosis there are frequent catarrhal 
attacks. In answer to the question whether 
colds can cause tuberculosis, it is considered 
bacteriologically impossible, but practically 
colds may occasion tuberculosis in that they 
activate a latent tuberculosis and reduce the 
reactivity of the body, frequently trans- 
forming a mild disease into a severe and 
fatal one—Uber die Bedeutung der Erkdl- 
tung fiir die Klinik der Tuberkulose, H. 
Schade, Beitr. c. Klin. d. Tuberk., 1924, 
328.—(H. J.C.) 


Serotherapy and Vaccinotherapy in 
Pulmonary Gangrene.—Two cases of 
similar clinical aspect are reported. Both 
were ill with hectic fever and respiratory 
embarrassment, with a history of sudden 
onset fifteen days previously. The fetidness 
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of the breath and the sputum led to the 
suspicion of gangrene, and after further 
examination this diagnosis was made. In 
one there was a consolidated area in the 
upper part of the right lung, where there were 
feebleness of the breath-sounds and sub- 
crepitant rales. Radioscopy showed an 
image of fluid and air with a very mobile 
horizontal line. Fetid pus rich in anaerobes 
was withdrawn on exploratory puncture. 
Treatment with antigangrenous serum 
caused improvement, but the signs did not 
clear up until treatment with autogenous 
vaccine prepared from the sputum. The 
temperature was normal in twenty days and 
the signs had disappeared. The second case 
was similar. It is thought that the anti- 
gangrenous serum was not completely effec- 
tive because it is made from the anaerobes 
of gas gangrene, while in this sputum the 
anaerobes were bacilli of the type ramosus, 
bacillus funduliformis and staphylococcus 
parvulus. The aerobes were pneumococcus, 
M. catarrhalis, and staphylococcus. The 
final cure is attributed to the autogenous 
vaccine.—Traitement de la gangréne pul- 
monaire par la sérothérapie antigangréneuse 
et la vaccinothérapie associées, C. Roubier, 
Progrés Méd., March 21, 1925, no. 12, 
415—(E. H. K.) 


Intensive Serotherapy in Pulmonary 
Gangrene.—A woman, thirty years old, 
eight days after gastroenterostomy for 
duodenal ulcer, developed fever of 104°, 
and twenty days afterward had signs inter- 
preted as gangrene at the base of the right 
lung. Six treatments with four antigan- 
grenous sera diluted to 250 cc. with normal 
serum were given. Recovery was rapid, 
the patient being discharged two months 
after the gastroenterostomy. Cultures were 
not made. The cause is thought to have 
been a septic embolus from the wound. It is 
ese that a beneficial effect might have 

n obtained from any serum.—Gangrene 
pulmonaire guérie par la sérothérapie inten- 
sive, Aumont and Bloch, Meeting, Soc. 
de Chirurgie de Paris, January 28, 1925, 
reported in Presse Méd., February 4, 1925, 
no. 10, 150—(E. H. K.) 

Surgical Posture in Tonsillectomy.— 
The most frequent cause of post-tonsillec- 
tomy pulmonary abscess is the aspiration of 
blood, mucus and other material from the 
field of operation during anesthesia. This, 
in turn, is generally due to the position or 
posture of the patient during the operative 
procedures and subsequent postoperative 
recovery to consciousness. The mass of 
opinion among the laryngologists queried by 
the author recommended operating in the 
supine posture, with the head lower than the 
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body and the efficient use of suction. Eleva- 
tion of the foot of the bed and the proper 
posture for the head are important after the 
patient has been returned to bed. If these 
rules are followed postoperative abscess of 
the lung will be rare or never happen.— 
Relation of Surgical Posture to Post-tonsil- 
lectomy Pulmonary Abscess, W. F. O Reilly, 
Boston M. & S. J., February 11, 1926, 
cxciv, 237.—(J.S.W.) 


Pulmonary Lesions Simulating Tu- 
berculosis.—This article is a description 
of nontuberculous pulmonary conditions 
that are likely, from the pathologist’s point 
of view, to be confused with tuberculosis. 
These are fibroid disease, bronchiectasis, 
malignant tumor, pneumonokoniosis, pneu- 
monomycosis, suppuration, bronchopul- 
monary spirochetosis, bronchopneumonia 
and lobar pneumonia. Fibroid Disease: It 
is difficult to get a clear pathological picture 
of this disease owing to its insidious origin 
and very slowly progressive clinical course. 
According to Clark, Hadley and Chapin, 
the commonest causes are the broncho- 
pneumonias of childhood, especially those 
following whooping cough and measles. 
In all varieties the lung is firm and hard; 
it is not crepitant, is resistant to the knife, 
and in the later stages is small and con- 
tracted. The bronchi are dilated, the pleura 
is thickened, and not infrequently the 
pleural cavity is completely obliterated by 
adhesions. The lung is like India rubber and 
the bronchi may be dilated sufficiently to 
form cavities. These cavities contain muco- 
pus but not caseous pus. The bronchial 
lymph nodes are aa small, in contra- 
distinction to those in pulmonary tuber- 
culosis, which are generally enlarged. The 
position of the heart, mediastinum, etc., 
is usually altered on account of the large 
amount of fibrous tissue present. Death 
usually takes place from septic infection or 
bronchopneumonia. A fibroid lung may 
also become tuberculous. Besides _ this 
fibrotuberculous condition, ordinary chronic 
pulmonary tuberculosis may settle down into 
a condition in which fibrosis dominated the 
picture (tuberculofibrosis). It is often 
difficult to distinguish between these two 
conditions. Calcareous nodules, either in 
bronchial or mesenteric lymph nodes, are 
of commoner occurrence in cases which have 
been tuberculous from the onset (tuberculo- 
fibroid) than in the other variety. The 
clinical course of the disease is often the best 
guide. Bronchiectasis: The form of this 


disease which may resemble pulmonary 
tuberculosis is the type following fibroid 
disease of the lung. By reason of the 
enormous amount of connective tissue laid 
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down in the lung, traction is exerted on the 
bronchi. This produces dilatation of the 
bronchi, and the added factor of accumu- 
lated bronchial secretions results in the 
production of bronchiectatic cavities. It 
is the presence of these cavities that is 
likely to cause confusion with pulmonary 
tuberculosis. However, they communicate 
directly with a bronchus, being in direct line 
of continuity with the bronchial tree, and 
they possess a lining of bronchial mucous 
membrane. They contain muco-pus or 
pus and rarely caseous material, and show 
a predilection for the lower lobes. In the 
variety of the disease which begins with 
fibrosis the lung tissue is dense, hard and 
contracted, and the dilated bronchi tend to 
stand out like tortuous channels. This 
dense condition of the lung tissue generally 
offers the most conclusive evidence of the 
nontuberculous nature of the disease. The 
bronchial lymph nodes in bronchiectasis are 
generally very large, soft and reddened, and 
have the typical look of septic lymph nodes, 
quite different from the firmly adherent 
tuberculous lymph nodes with small patches 
of caseation or nodules of calcification. 
Bronchiectasis is also likely to produce 
pyemic abscesses, and cerebral abscess is 
not uncommon. Occasionally pulmonary 
tuberculosis shows bronchiectatic changes 
also, but these are usually apical in distribu- 
tion and the signs of tuberculosis in the rest 
of the lung give a clue to the diagnosis. 
Malignan} Disease of the Lungs: This may 
be either sarcoma or carcinoma, but the 
former generally arises in the mediastinal 
lymph nodes, and is rare in lung tissue ex- 
cept as a direct extension. Carcinoma, on 
the other hand, arises in the lung and occurs 
in two forms: (1) a single deposit arising 
in a large bronchus near the root of the lung, 
and growing outward toward the periphery, 
and generally producing a secondary bron- 
chiectasis; and (2) a diffuse carcinomatosis 
arising in the finer bronchioles, generally of 
the lower lobe. This latter is the only form 
which is likely to be confused with pul- 
monary tuberculosis, for the small carcinoma- 
tous nodules are not unlike small tubercles. 
Carcinoma usually produces very great 
enlargement of the mediastinal lymph nodes, 
with secondary deposits within, a greater 
enlargement than is likely to be found in 
tuberculosis and one which is apt to affect 
the anterior and superior mediastinal 
groups, which tubercle rarely does. As a 

e, diffuse carcinomatosis, unlike tubercu- 
losis, usually attacks the lower lobe, and 
this is a helpful distinction. It must not 
be forgotten that cases are occasionally 
found in which malignant disease of the 
lungs has lighted up an old quiescent pul- 


monary tuberculosis; then there is present 
the confusing picture of pulmonary neoplasm 
with tubercle bacilli in the sputum. Pneu- 
monokoniosis: All workers in dusty trades 
in which silica plays a part are liable to this 
disease. The lesion is essentially a fibrosis 
of the lung; and bronchitis, bronchiectasis, 
emphysema and tuberculosis are likely to be 
superimposed on the original lesion. The 
one feature that distinguishes pneumono- 
koniosis from the fibroid lung as described 
above is the presence throughout the lung 
of minute deposits of silicious material. 
Pneumonomycosis: Disease of the lung re- 
sulting from fungus infection is not common. 
It is sometimes difficult to distinguish it 
from pulmonary tuberculosis. The com- 
monest fungus found is the ray fungus or 
actinomyces. The disease frequently mani- 
fests itself as an empyema, which is fre- 
quently not recognized clinically until it 
“points” in one or more intercostal spaces. 
Other varieties of the disease are chronic 
bronchitis, a form somewhat resembling 
miliary tuberculosis, and, finally, a bron- 
chiectatic variety. The pus is_ readily 
recognized, whether it occurs as empyema 
pus or sputum, by the minute yellowish or 
blackened granules in the secretion. In the 
lung the lesions are not unlike caseating 
tubercles, but they are yellowish, do not 
tend to form conglomerate masses and, as 
the disease progresses, they are not so fre- 
quently walled in by fibrous tissue. Metas- 
tases are common, especially in the liver, 
but these are generally easily distinguished 
from tuberculous deposits, which are uncom- 
mon in the liver. A much rarer form of 
fungus disease of the lung is aspergillosis. 
This usually occurs in the form of a chronic 
bronchitis in which the parasite is found in 
large numbers in the sputum. Pigeon- 
crammers and hair-combers are reported to 
be liable to this disease. It may occur in 
symbiosis with the tubercle bacillus. Cases 
of chronic pulmonary disease due to the 
sporothrix have also been reported but they 
are extremely rare. Acute Suppuration of 
the Lung: This disease occurs in two 
forms, gangrene of the lung and lung abscess. 
In all these cases the picture is one of acute 
suppuration, although this condition may 
have supervened upon an old pulmonary 
tuberculosis. Bronchopulmonary S pirocheto- 
sis: The lesion is generally one of acute 
or chronic bronchitis in which the sputum 
contains the offending spirochete, and at 
least two, if not more, species of spirochete 
have been described. In tropical and sub- 
tropical countries the disease is characte: 

by hemoptysis and this may give rise to a 
diagnosis of pulmonary tuberculosis. Bron- 
chopneumonia and Lobar Pneumonia: Bron- 
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chopneumonia, especially in children, may 
be confused with acute bronchopneumonic 
tuberculosis. The tuberculous variety is 
generally distinguished by the following 
points: (1) The presence of a primary focus 
(tuberculous lymph node) or an apical lesion 
of the lung or lesions elsewhere, and (2) the 
tuberculous bronchopneumonic patches stand 
out above the surrounding tissue in a cut 
surface of the lung. In the case of lobar 
pneumonia, the only difficulty likely to 
present itself is that rare case in which a 
whole lobe of the lung undergoes complete 
and massive caseation. This condition 
sometimes gives rise to confusion with the 
grey hepatization of ordinary lobar pneu- 
monia.—Some Pulmonary Lesions Simu- 
lating Tuberculosis, S. R. Gloyne, Tubercle, 
November, 1925, vii, 57.—(J. S. W.) 


X-Ray of Secondary Infection in 
Pulmonary Tuberculosis.—The criteria 
on which the clinician and the radiologist 
base their impressions of pulmonary tuber- 
culosis rest on the same fundamental 
anatomical and physiological reactions and, 
while the X-ray examination and interpreta- 
tion should always be regarded as supple- 
mentary, there should be no antagonism. 
The work of Miller and Dunham showed the 
structure of the lung and the shadow cast by 
by tuberculous involvement of the lungs in 
different degree. The smallest visible tuber- 
culous lesion is a dim outline of the anatomi- 
cal unit or secondary lobule only, in instan- 
taneous films, with very fine fishnet-like 
shadows about the lobule which has an 
increased opacity. It is related to the 
bronchi, as is shown by densities of stria- 
tions along the arteries which course with the 
bronchi. In the ordinary film this is usually 
a fan-shaped haziness (especially if at the 
periphery). With more extensive disease 
_there is usually a definable multiplication of 
these shadows, unless, and this is important, 
a secondary infection of some sort has super- 
vened. In the latter circumstance the 
density tends to be more opaque and of 
bizarre shape. The tuberculous shadow is 
nearly always at the apex but if complicated 
by secondary infection, it is more likely to 

read to the base. Tuberculous consolida- 
tions usually spread by continuity, but 
those of other infections are likely to be 
discrete. When densities from influenza 
or pyogenic bacteria are superimposed upon 
tuberculous lesions, the latter are not dis- 
cernible. The heavy density around a 
tuberculous cavity frequently results from 
secondary infection. The densities from 
other infections frequently clear up, but it 
seems improbable that a tuberculous lesion 
that is of sufficient development to cast a 


shadow ever completely disappears. It is a 
safe rule with but few exceptions to regard 
as nontuberculous (1) any abnormal shadows 
that are confined to the basal region, (2) 
markedly accentuated densities at the hilum 
(exceptions to this occur in children for here 
hilum tuberculosis cannot be differentiated 
from nontuberculous hilum densities), and 
(3) discrete densities unconnected with 
densities of tuberculous areas. This latter 
is only a relative and not an absolute state- 
ment.—The X-Ray Shadows of Secondary 
Infection in Lung Tuberculosis, H. P. Mills 
and W. W. Watkins, Radiology, March, 
1925, iv, 178.—( H. S. W.) 


Acute Disseminated Bronchopneu- 
monia Simulating Acute Miliary 
Tuberculosis.—A case is reported of a 
nine-year-old boy, who developed an acute 
illness, marked by fever, dry cough, chills 
and later severe abdominal pains and loss of 
consciousness, and who on physical examina- 
tion had rales throughout both lungs. 
The roentgenogram showed an appearance 
suggesting miliary tuberculosis, with very 
widespread involvement; and the irregular 
type of fever, with profuse sweats, marked 
weakness, rapid emaciation, and enlarged 
liver and spleen also led one to suspect this 
disease. The absence of tubercle bacilli 
in the sputum, the absence of history of con- 
tact, and, most of all, the fact that the pa- 
tient recovered and that the roentgeno- 
graphic changes disappeared, make it en- 
tirely probable that the condition was acute 
disseminated bronchopneumonia, a rather 
rare condition in a child of nine years.— 
Acute Disseminated Bronchopnewmonia Sim- 
ulating Acute Miliary Tuberculosis, J. 
Bleckschmidt, H. H. Perlman and L. S. 
Cohen, Med. J. & Rec., February 3, 1926, 
cxxiit, 174—(E. H. K.) 


Subacute Apical Nontuberculous 
Pneumonia.—Three interesting cases of 
chronic pneumonia following influenza and 
in childhood are presented for their differen- 
tial diagnostic value in tuberculosis. These 
cases were observed over a long time. One 
was of a man, 24 years old, who had had 
influenza two years earlier, and in whom, 
in spite of upper-lobe findings, 10 mgm. of 
O. T. elicited no reaction, and after three 
years all physical findings had disappeared 
and the patient was well. The second, a 
40-year-old man, had probably had_ in- 
fluenza one year previously, with definite 
findings over the right lung, but no reaction 
to 10 mgm. O. T., and four years later was 
healthy, with still a slight dulness at the 
right apex. The third was a girl, 7 years 
old, with definite tuberculous heredity and 
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findings in the left lung, and a positive intra- 
cutaneous reaction to 0.1 mgm. O. T.; but 
10 weeks later she gave no reaction to a 
subcutaneous injection of 5 mgm. O. T. 
The findings persisted for 8 months, but 
after one and one-half years there remained 
only slight dulness over the left apex, with 
a number of calcified foci at the right 
hilum, and a very thin homogeneous shadow 
in the left lung—Subakut  verlaufende 
Oberlappenpneumonien von protahiertem Ver- 
lauf und ihre Differentialdiagnose gegen 
Lungentuberkulose, J. Leffler, Beitr. 
Klin. d. Tuberk., 1924, lix, 651.—(H. J.C.) 


Mycotie Infections of Bronchi.— 
The term Bronchomycosis is applied to any 
‘pulmonary or bronchial affection associated 
with fungiin the sputum. It may be caused 
by a variety of fungi. Symptomatic mani- 
festations are similar, aed of the type 
of fungus concerned, and range from mild 
bronchitic cough with a small amount of 
sputum which contains the fungus to a well- 
developed set of symptoms that make the 
disease clinically undifferentiated from pul- 
monary tuberculosis with fever, hemorrhage, 
etc. Prognosis varies, depending upon the 
fungus, the cases due to Nocardia having 
the worst outlook. Bronchomoniliasis is 
widespread in the tropics and not infre- 
quently encountered in the temperate cli- 
mates. The parasite has simple sporophores 
and at the extremities a chain of large lemon- 
shaped conidia. Nine of ten groups are 
gas-formers on several carbohydrate media, 
but this latter characteristic becomes 
inconstant as the culture grows older, and 
any such determinations, to be of value, 
must be done soon after isolation of the 
strain. Certain of the strains are patho- 
genic when inoculated into laboratory 
animals but do not establish tubercle-like 
areas of disease in the tissues. Areas of 
reaction resembling tubercle may, however, 
be produced by intrapulmonary injection of 
some of the strains of Monilia. The 
diagnosis is based on the continued absence 
of tubercle bacilli and continued presence of 
the fungus in the sputum, when the latter is 
examined immediately after being collected 
aseptically after thorough mouth-washing 
with warm water. The fungus must be 
grown in culture before typing can be done. 
The mere presence of a monilia fungus in 
sputum collected without precautions is an 
Insufficient basis on which to establish a 
diagnosis, and when found in sputum asepti- 
cally collected it may be (1) saprophytic, 
(2) a secondary invader, or (3) the real cause 
of the pulmonary disease from which the 
gga is suffering. Bronchomoniliasis may 

associated as a mixed infection with 


Bronchos pirochetosis. Potassium iodide and 
creosote are the drugs that give best results 
in treatment. A granular Bronchonocar- 
diasis (Streptothricosis) is a serious disease, 
the diagnosis of which depends upon careful 
microscopic and both aerobic and anaerobic 
cultural study of the sputum. These 
parasites are thin, bacillary, branching, 
frequently acid-fast, and always gram- 
positive. Prognosis is grave. Granular 
Bronchonocardiasis (Actinomycosis) produces 
clinical symptoms closely resembling strep- 
tothricosis. The sputum contains 
granules composed of an enormous number of 
thin mycelial filaments. Large doses of 
potassium iodide are usually decidedly 
helpful. The characteristics of several other, 
less common types of mycotic infections are 
given.—Bronchomycoses, A. Castellani, J. 
State Med., April, 1926, xxxiv, 202.— 
(H. S. W.) 


X-Ray Study of Bronchiectasis.— 
Careful analysis of roentgenograms taken 
in various positions, together with history 
and physical signs, gives the best method for 
making a positive diagnosis of bronchiectasis. 
Comparison of plates in anteroposterior, 
posteroanterior, and horizontal anterior or 
posterior positions, gives valuable information 
as to the size and position of abnormal 
shadows, while plates before and after 
bronchial drainage may reveal the size of the 
bronchiectatic area. Roentgenographically 
the bronchiectatic areas show themselves 
frequently as triangular densities in the 
cardiophrenic region with apex at the hilum 
and base at the diaphragm. At operation 
such areas are found to be _atelectatic 
bronchiectatic lobes. The unaffected lobes 
hypertrophy and fill out the chest. Diag- 
nostic pneumothorax in selected cases reveals 
the more diseased lung in bilateral bron- 
chiectasis. Cures have been reported by 
continuing pneumothorax in some of these 
cases. The use of foreign bodies, as lipiodol 
or bismuth subcarbonate, is not always 
necessary and they may block the smaller 
bronchi.— Roentgen-Ray Study of Bron- 
chiectasis, J. J. Singer and E. A. Graham, 
Am. J. Roentgenol. & Radium Ther., 
January, 1926, xv, 54.—(E. H. K.) 


Treatment of Lung Abscess.—This 
disease is more common than is generally 
recognized and is serious, as a review of the 
literature shows a reported mortality of 
from 15 to 60 per cent in series of consider- 
able size. Miller and Lambert have added 
40 new cases of their own to their previous 
series of 60, and in the more recent group 
report a mortality of only 10 per cent under 
their present system of management. 
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System of management: It is futile to accept 
any one method as generally applicable to 
the exclusion of others. It isa joint problem 
for internist and surgeon, belonging to the 
borderline zone between medicine and sur- 
gery, and requiring conference and codpera- 
tion. The first principle applied is absolute 
bed-rest, combined with postural drainage. 
As soon as diagnosis is established, treat- 
ment is begun, with close observation of 
temperature, sputum, and roentgenograms, 
which are taken at least once a week. Physi- 
cal examination of the chest yields less 
precise information as to abscess. Weekly 
conferences are held, and if progress is not 
deemed satisfactory the following additional 
methods of treatment are considered: 
bronchoscopy, surgical incision and drainage, 
and artificial pneumothorax. It is rarely 
that any of these are employed before the 
expiration of several weeks of the rest and 
postural treatment. Rest: The value of 
prolonged bed-rest in the treatment of lung 
abscess is just being appreciated. Rest is 
thought to play a valuable réle for many 
weeks after symptoms have disappeared, 
especially if roentgenographic densities 
persist, for in such cases acute relapse may 
occur and give occasion to regret a premature 
discharge from hospital supervision. Rest 
should be prolonged for weeks or even 
months in a manner very similar to that 
employed in the management of a partially 
arrested case of tuberculosis. During the 
after-care hard physical work or violent 
exercise are interdicted, and daily periods of 
rest in the recumbent position are required; 
gradually these are diminished, and exercise 
increased until a normal degree of active 
life is resumed and a permanent cure 
effected. Postural drainage: Generally the 
patient is completely inverted, with the 
waist bent over the edge of a bed and the 
head down, the body being twisted so as to 
bring the affected side uppermost. A 
Gatch bed can be used, the break being re- 
versed. In each case the best position for 
drainage must be discovered by experimenta- 
tion. This posture is then prescribed at 
regular intervals, usually every three or 
four hours at first, and maintained for five 
to twenty minutes. An observant patient 
soon learns from his own sensations when he 
needs drainage. The more complete empty- 
ing of the cavity allows complete respite from 
cough for hours at a time; the fever also 
subsides and the patient is transformed from 
a miserable, acutely ill person to a comforta- 
ble convalescent in favorable cases. In 14 
of the 40 cases reported bed-rest was the only 
treatment employed, and of these 8 were 
cured and 6 markedly improved. Bron- 
choscopic treatment: While bronchoscopy is 


not regarded, as it is by some enthusiasts, as 
the most important method to be first 
considered in abscess, it undoubtedly may 
facilitate drainage when not promptly 
established by rest and posture. Its possible 
dangers and discomforts can be eliminated 
only in the hands of an operator who is 
unusually skillful, experienced, and of 
mature judgment. Such men often obtain 
excellent results in acute cases, and in 
chronic onces occasional very prompt cures, 
and often great improvement and sympto- 
matic amelioration. In many cases broncho- 
scopy at weekly intervals is a most valuable 
adjunct in establishing more prompt and 
direct drainage. It is the passage of the 
tube, together with the suction employed, 
which is valuable, and lavage and applica- 
tion of medicaments are contraindicated. 
Bronchoscopy is not favored in abscesses 
peripherally located or not communicating 
with bronchi, and is less apt to be successful 
in high upper-lobe cases. For abscesses 
associated with foreign bodies it is invalua- 
ble; also, in accurately localizing certain 
lesions to be approached surgically, and for 
the diagnosis of new growths. It is advised, 
therefore, in acute abscesses which do not 
promptly drain with posture, except when 
peripherally located, in chronic cases for 
the amelioration of distressing cough and 
expectoration, and for diagnostic and local- 
izing purposes. Of the 40 cases in the series 
reported, 7 were bronchoscoped, of whom 3 
were markedly benefited. Artificial pneu- 
mothorax: This measure is always of problem- 
atical value, due to the mechanical or 
pathologicai conditions about the abscess. 
In certain cases, in which the air works into 
the space near the mediastinum, drainage 
may even be hindered, and the expulsive 
effort of coughing hampered. A more serious 
objection is the possibility of pleural rupture 
and acute septic empyema. Tewksbury is 
the warmest advocate of pneumothorax 
treatment early in the course, and reports 
considerable success if thus employed, but 
not in chronic cases. On the whole, this 
procedure seems to carry too great risk to be 
employed more than exceptionally, but if 
the combination of circumstances is right 
it may yield brilliant results. Of 10 cases 
of this series so treated, 3 were benefited 
and7 unimproved. Surgical operation: This 
eventually becomes necessary in 40 to 50 
per cent of cases. It consists of incision and 
drainage, with the resection of two or more 
ribs, in two stages unless there are adhesions, 
and preferably under local anesthesia. This 
operation is dangerous if performed during 
the acuter phases, and usually unsuccessful. 
After the constitutional symptoms have 
improved, and the secondary zone of infiltra- 


tion about the abscess has cleared, is the 
time to operate, but not after thick fibrous 
walls have formed. Roentgenograms have 
been found to be the best guide in choosing 


the time to operate. Proceeding under 
this plan, 20 patients came to operation, of 
whom 9 were cured, 7 markedly improved 
and 4 died. This operative mortality was 
20 per cent, but two of these seemed to be 
avoidable, which would leave a minimum 
mortality of 10 per cent. General analysis: 
Of the 40 cases, 13 followed pneumonia, 5 
tonsillectomy, 5 other surgical procedures, 
14 no definite cause and 3 unusual causes 
(tooth extraction, immersion, trauma). 
Cases of more than six months’ duration are 
considered chronic, and make up 22.5 per 
cent. The right lung was most frequently 
involved, especially the right upper lobe. 
Conclusions: 1: The successful treatment of 
abscess of the lung is materially aided by 
joint management by internist and surgeon 
with the close codperation of a skilled 
bronchoscopist. 2: A systematic plan of 
prolonged rest, combined with postural 
drainage, is the basis of treatment, with 
other special methods introduced in properly 
selected cases. 3: Bronchoscopy is of real 
value as an aid to drainage. Artificial 
pneumothorax has a more limited applica- 
bility. 4: From 40 to 50 per cent of cases 
will eventually need radical surgical treat- 
ment. Such intervention should be avoided 
during the acute phases of the disease, but 
not be delayed till the case has drifted into 
the chronic stage—The Treatment of 
Abscess of the Lung, J. A. Miller and A.V. 
S. Lambert, Am. J. M. Sc., January, 1926, 
cluxi, 81—(A. P.) 


Pulmonary Reéxpansion in Empyema. 
—If an empyema cavity is rendered sterile 
it will heal spontaneously on removal of 
the tube; but in the large majority of cases 
this is accomplished only through the oblit- 
eration of the cavity. The most important 
single factor in such obliteration is the 
expansion of the lung, and its failure gives 
tise to the chronic cavities requiring a 
thoracoplastic operation to effect closure. 
The principle cause of this failure to re- 
expand is the organization of the exudate 
on the surface of the visceral pleura into a 
thick, inelastic, fibrous coat. This complica- 
tion is found particularly in cases in which 
inadequate drainage has favored the persist- 
ence of infection, especially when there has 
been secondary staphylococcic infection. 
A further cause consists in fibrosis and con- 
tracture of the lung tissue itself, resulting 
from inflammation and atelectasis. Age is 
somewhat of an important factor, persistence 
of a chronic cavity being unusual in infants 
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and young children. It should be recalled 
that at birth the lungs completely fill the 
thorax in an unexpanded condition, and that 
during childhood the growth of chest wall in- 
creases the negative intrapleural pressure. 
Methods to be used in determining lung 
expansion are repeated X-ray examina- 
tions, frequent calibration with measured 
quantities of liquid, and, in certain cases, 
injection of radio-opaque solutions. Eariy 
ambulatory regimen: Every effort should be 
made to get the patient out of bed as early 
as possible, not only to prevent postural 
deformities but to.favor deeper respiratory 
movements and afford better mechanical 
drainage. In closed catheter drainage the 
end of the tube is kept clamped at all times 
except when the cavity is aspirated or 
irrigated, which is done with a tightly fitting 
syringe. At the conclusion of an irrigation 
the tube is clamped during forced expiration. 
A simple type of valvular tube is made by 
tying a finger cot or condom on the external 
end of the drainage tube so as to collapse 
and prevent ingress of air during inspiration, 
but at all times to let fluid escape. For 
patients in bed a water-valve may be em- 
ployed by allowing the end of the tube to 
extend two or three inches under water. 
The chief difficulty is the practical impossi- 
bility of keeping the connection between tube 
and chest wall air-tight for more than a few 
days. Pain arises when the drainage tube 
rests upon an intercostal nerve or presses 
upon the periosteum of a rib, and leads to 
diminished respiratory movement and pro- 
tective scoliosis. Such pain may be pre- 
vented by isolating the intercostal nerve and 
either severing it or injecting it with alcohol; 
also by gradually reducing the calibre of the 
tube. Respiratory measures to aid reéxpan- 
sion: First come deep breathing exercises 
or simple raising of the hands together over 
the head during full inspiration. Next come 
forcible expiratory movements, as blowing 
bottles. Finally, respiration may be stimu- 
lated by inhalation of carbon dioxide in 5 
per cent concentration. This supplements 
rather than replaces active blowing exer- 
cises. The type of inhaler devised by 
Henderson for the deétherization of post- 
operative cases is well adapted for this 
purpose. The average ambulatory con- 
valescent case inhales the gas for five minute 
periods fifteen or twenty times a day. No 
deleterious effects ensue, and the ordinary 
dizziness, etc., following too vigorous respira- 
tory gymnastics is notably avoided. Sum- 
mary: 1: The healing of the majority of 
cases of empyema is dependent on the 
obliteration of the cavity. 2: The usual 
methods employed to promote lung reéx- 
pansion are discussed. 3: The use of car- 
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bon dioxide inhalation for its mechanical 
effects on the lung and thorax is described.— 
The Reéxpansion of the Lung in Empyema 
with Notes Regarding the Mechanical Effects 
of Carbon Dioxide Inhalation, E. D. Church- 
il, Boston M. & S. J., April 8, 1926, 
cxciv, 623.—(A. P.) 


Partial Thoracoplasty in Interlobar 
Empyema.—lIn a patient, nineteen years 
old, the bony wall of the chest in the middle 
part of the right side was resected, and 10 
cm. of the third, fourth and fifth ribs re- 
moved. The focus was incised by means of 
a thermocautery, a drainage tube inserted 
and subsequent rapid healing occurred.— 
Partielle Thorakoplastik bei interlobulérem 
Empyem, M. Roth, Centralbl. f. Chir., 1925, 
lit, 409.—( H. J. C.) 


Massive Pulmonary Collapse.—Interest 
has recently revived in this condition, 
first called to attention by Pasteur in 1890. 
Griflith here reports an additional case, and 
also points out that similar physical signs 
and even X-ray findings may be produced 
in other ways. Case report: This deals with 
a two-weeks premature infant, who was seen 
on account of loss of weight, diarrhea, a 
tendency to regurgitation, and dysphagia. 
There were no pulmonary symptoms. 
Examination revealed right-sided dulness, 
distant breath-sounds, especially at the base, 
and a few moist rales. Two days later there 
was loud bronchial breathing, and broncho- 
phony and numerous fine rales were heard. 
X-ray examination showed a dense shadow 
over the whole right lung field, heart re- 
tracted to right, and high position of dia- 
phragm. A few days later all these findings 
had diminished, and within a week conditions 
were normal, coincident with improvement 
in the general condition. Discussion: This 
condition must be distinguished from atelec- 
tasis of the newborn, which is practically 
always bilateral and patchy in character, 
accompanied by prostration, feeble pulse, 
tachycardia and dyspnea. In this case the 
physical signs more closely resembled those 
of pneumonia. A _ review of Pasteur’s 
15 cases shows that all resulted from post- 
diphtheritic paralysis; in at least one of his 
two autopsies there were old bronchopneu- 
monic lesions. He thinks massive collapse 
is dependent on failure of respiratory power. 
Lee, however, recognizes two groups of 
causes: (1) those dependent on interference 
with respiratory movement, and (2) those 
dependent on obstruction in the bronchial 
tract. Under the first heading come post- 
diphtheritic respiratory paralysis, post- 
operative respiratory paralysis (especially 


following upper abdominal operations) and 
diaphragmatic pleurisy; also thoracic trauma. 
The second chief cause, obstruction of the 
bronchial tract, may be due to a foreign 
body or to accumulation of mucus. This has 
been demonstrated by bronchoscopy. Pneu- 
monia also may produce atelectasis through 
closure of certain smaller bronchi. The 
symptoms of massive atelectasis vary con- 
siderably. Constitutional manifestations 
are usually mild. Physical examination 
shows diminished expansion of the affected 
side, dulness on percussion, and usually in- 
creased whispered resonance with loud 
bronchial respiration. The heart is dis- 
placed toward the affected side. The ulti- 
mate diagnosis is believed to rest upon the 
radiographic appearance. The triad of 
collapse of the lung, cardiac displacement 
toward the affected side, and a high position 
of the diaphragm on this side, is fairly con- 
clusive. The differential diagnosis from 
pneumonia rests chiefly upon the history 
and the comparative mildness of the general 
symptoms. In the case reported it is 
thought that there may have been a deficient 
action of the palate and glottis, allowing some 
food to enter the right bronchus and block it, 
either directly, or by causing secretion of 
mucus. A third condition to be considered 
is a combination of pneumonic and atelectatic 
lesions. Thoenes has described in detail 11 
such cases, 4 of whom came to autopsy and 
were confirmed. It is evident that a lung 
largely consolidated by pneumonic infiltra- 
tion is incapacitated from a satisfactory in- 
flation. Wallgren has also observed compli- 
cating atelectasis in pneumonic lungs, with 
displacement of the heart toward the affected 
side, and reports 8 cases with X-ray illustra- 
tions. Finally, it has been pointed out 
(St. Engel) that a high position of the 
diaphragm on the affected side is common in 
inflammatory conditions of the lower lobe. 
Conclusions: 1: The case here described is 
probably best designated as massive atelec- 
tasis of the lung, resulting from bronchial 
obstruction. 2: It is preferable to apply the 
term “massive atelectasis’? rather than 
‘massive collapse,” as the latter condition 
may arise from totally different causes. 
3: There is no doubt that the X-ray is of 
great value in making the diagnosis, yet 
it would seem that pneumonia may at times 
produce similar, if less marked, appearances, 
and therefore the clinical symptoms must be 
given serious consideration. Studies in the 
Children’s Hospital, Philadelphia, would 
seem to support the view that displacement 
of the heart to the affected side may occa- 
sionally be observed in pneumonia without 
clinical evidence of atelectasis.—Massive 
Atelectasis (Massive Collapse) of the Lung, 
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J. P. Crozer-Griffith, Med. J. & 
January 20, 1926, cxxiii, 103.—(A. P.) 


Foreign Bodies in Trachea.—The diag- 
nosis of nonopaque foreign bodies in the 
trachea or bronchi by means of the roentgen 
ray is almost always possible at the first 
examination, and with repeated examinations 
in doubtful cases the diagnosis can be made 
in all cases when the foreign body is in a 
bronchus, and in nearly all cases of trach- 
eal foreign bodies. The value of re- 
peated examinations lies in the fact that 
the foreign body that does not produce 
signs at the first examination is one that 
is not lodged, but is free to move from 
place to place. The roentgen-ray signs 
vary with change in position of the foreign 

y, and sooner or later one has a collection 
of films. When one set is compared with 
others some variation in the function of the 
lungs will be noticed; or the diaphragm or 
heart relations will be altered; or some 
exudate will appear; or, if the foreign body 
does not move, the local reaction varies, and 
signs relative to a given position become 
pronounced. From a pathological point of 
view the nonopaque organic foreign body 
causes one or more of four changes in the 
lung distal to it when it is lodged in a bron- 
chus or one of its bramches. These changes 
are (1) obstructive emphysema, (2) atelec- 
tasis, (3) “drowned” lung, and (4) abscess. 
When this kind of foreign body is in the 
trachea the roentgen-ray signs are limited 
largely to those of obstructive emphysema 
of both lungs. How to determine the pres- 
ence of this condition from X-ray films is 
described. A number of X-ray pictures are 
reproduced and details of technique given.— 
Roentgen Diagnosis of Nonopaque Foreign 
Bodies in the Trachea, W. F. Manges, Am. J. 
Roentgenol. & Radium Ther., May, 1925, 
xii, 429.—(B. T. McM.) 


Underexposure in X-Ray Diagnosis of 
Nonopaque Foreign Bodies in Bronchi.— 
When nonopaque bodies are suspected in the 
bronchi the X-ray examination may be very 
helpful if the following points are borne in 
mind: (1) increased radiability denoting 
emphysema on the affected side, (2) de- 
creased excursion and flattened diaphragm 
on the affected side, and (3) displaced heart 
and mediastinal structures toward the un- 
affected side. If the X-ray picture, taken 
with the usual technique, is indefinite, as is 
usually the case, a second plate is indicated, 
and this one should be underexposed but 
fully developed. This latter plate will give 
convincing evidence when the emphysema 
is but slight, for this side will allow adequate 
ray penetration while the normal side does 
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not; in the latter there is no clear outline of 
detail_— Under-Exposure as a Diagnostic 
Point in Cases of Non-Opaque Foreign 
Bodies in the Bronchi, S. W. Donaldson, 
Radiology, May, 1925, iv, 427.—( H. S. W.) 


Aspirated Foreign Body Nine Years in 
Lung.—A 45-year-old man came under 
observation with high fever and marked 
pulmonary symptoms. Tuberculosis and 
chronic bronchitis were considered, but the 
patient died before the diagnosis was certain. 
The autopsy disclosed old aspiration of a 
goose vertebra, with lodgement and fixation 
at the bifurcation of the trachea; pressure 
ulceration of the beginning of the right and 
left main bronchi; mediastinal suppuration 
with involvement of the right pleural cavity; 
chronic putrid bronchitis and bronchiectasis 
of both lungs; and old fibrous and fresh 
gangrenous inflammation of both lungs. 
The wife of the patient recalled that 9 years 
before he had eaten very hastily one morning, 
and had, as they believed at the time, 
aspirated a goose vertebra, and been over- 
come with paroxysms of coughing. For 
some time afterward he suffered from irrita- 
tion in the trachea and cough, but the condi- 
tion gradually improved. In later years he 
suffered repeatedly from cough and fever, 
but did not refer his symptoms to the previ- 
ous accident. The acute symptoms and 
fatal termination were probably the result of 
mechanical conditions resulting from heavy 
labor, which increased both abdominal and 
intrathoracic pressure in such a way that the 
sharp part of the vertebra was pressed firmly 
against the posterior, weak part of the 
trachea, ultimately leading to ulceration. 
The patient had frequently been under 
medical care, tuberculosis and chronic 
bronchitis being suspected. No _ roent- 
genological examination was ever made.— 
Jahrelanges Verweilen eines  aspirierten 
Fremdkorpers in der Lunge, H. Bevreuther, 
Miinchen. med. Wchnschr., April 10, 1925, 
lxxit, 598.— (E. R. L.) 


Pneumonokoniosis.—The more experi- 
ence one gains in roentgenological investiga- 
tions of various dusty industries the more he 
is inclined to retain and employ pneumono- 
koniosis as a general descriptive term, and 
silicosis, anthracosis, siderosis, and chalicosis 
to designate the conditions arising from 
special industries. The active agent of them 

, however, is silica, which tends to produce 
pulmonary fibrosis and may thereby predis- 
pose to respiratory infections, especially 
tuberculosis and pneumonia. It is the very 
fine dust which gets beyond the ciliated 
epithelium to the alveoli that begins the 
morbid changes of pneumonokoniosis. This 
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dust is engulfed by “dust-cells,” the origin 
of which appears to be endothelial rather 
than alveolar or leucocytic. Though many 
dust-cells are probably expelled through the 
respiratory passages, a large number reach 
the lymphatic system, where it is generally 
agreed fibrosis begins, the presence of silica 
inducing connective-tissue _ proliferation. 
Gye and Kettler believe the fibrosis to be 
caused by hydrated colloidal silica, which 
acts as a cell poison, while Mavrogordato 
regards the endothelial dust-cell as the 
original fibroblast. Roentgenological ex- 
amination is the easiest and most reliable way 
of studying the effects of dust inhalation. 
Three stages of pneumonokoniosis are thus 
distinguished. The first is characterized by 
a very definite increase in the prominence 
and extent of the hilum shadows of the cen- 
tral zone, a thickening of the trunks shadows 
of the midzone and an increased prominence 
of the linear markings of the peripheral zone, 
changes not characteristic of pneumonoko- 
niosis alone, but simulated by passive con- 
gestion, acute and chronic respiratory infec- 
tions, and, to a less extent, by metastatic 
malignant tumor. These appearances are 
due to beginning fibrosis and lymph block. 
Coincident tuberculosis is usually easily 
detected in this stage. The second stage is 
characterized by a typical mottling through- 
out the lungs, due to small fibrotic nodules 
varying in size from a pinhead to a pea. 
These changes have their incipiency in the 
lymphoid deposits found along the lympha- 
tic channels as described by Miller. The 
changes are so characteristic that they are 
not likely to be confused with any other con- 
dition except miliary or bronchopneumonic 
tuberculosis. Differentiation of superim- 

tuberculosis in this stage may be 
difficult. Early in the second stage an early 
apical tuberclous lesion may be readily dis- 
tinguished, but as the third stage is approached 
the picture is more confused. The third 
stage is characterized by a diffuse fibrosis, 
of which there are three types: (1) coalescent 
large nodules and irregular masses with more 
or less haze between them; (2) diffuse fibrosis 
with evidence of nodules still present; and 
(3) massive fibrosis, with the appearance of 
extensive pulmonary consolidation. These 
changes result from either a conglomeration 
of the small nodular fibrosis of the second 
stage or an advance of interstitial fibrosis, or 
both together. The consensus of opinion, as 
borne out by autopsy findings, seems to indi- 
cate that these areas of massive fibrosis are 
in many instances the result of a combination 
of silicosis and tuberculosis. Since pneu- 
monokoniosis may produce a fertile field for 
the tubercle bacillus, aside from any external 
and constitutional predisposing influence, 


tuberculosis is one of the most important 
phases of the subject. The association of 
these two diseases in man is said by Gye 
and Kettler to bedue to (1) the destruc- 
tive action of silica on the cells, causing 
necrosis, and (2) to the disorganization of 
lymphatic drainage of the lungs. Tuber- 
culosis is most likely to attack those in whom 
silicosis is developing rapidly. From a study 
of pneumonokoniosis in a number of dusty 
industries the factors in the production of 
lung fibrosis appear to be (1) the length of 
time of exposure, (2) the quantity of dust 
present, (3) the quality of dust with special 
reference to silica, and (4) the size of the 
particles. While the disease is common 
among coal miners, the tuberculosis death- 
rate, especially among bituminous miners, is 
not high, and fibrosis may not develop 
rapidly. This is in contrast to hard-rock 
miners, granite cutters and potters, in whom, 
particularly among drillers, pneumonoko- 
niosis is likely to develop rapidly in from 
one to three years, and in whom the tubercu- 
losis death-rate is high. An instance of this 
is seen in the figures of Jarvis, which showed 
that for twenty years, up to 1919, 86 per cent 
of deaths among granite cutters were due to 
tuberculosis. More widespread study of 
dusty industries by roentgenological investi- 
gations is urged, with a view to lessening the 
dangers to which many workers are ex- 
posed.—A Review of Our Present Knowledge 
of Pneumokoniosis, Based upon Roentgen- 
ologic Studies, with Notes on the Pathology 
of the Condition, H. K. Pancoast and E. P. 
Pendergrass, Am. J. Rentgenol. & Rad. 
Ther., November, 1925, xiv, 381.—(E. H. K.) 


Anthraco-Chalicosis of Bronchial 
Lymph Nodes and Bronchitis Defor- 
mans. The deforming effects of anthracotic 
and chalicotic lymph nodes on the bronchial 
tree have received relatively little attention in 
text-books of pathology. The most severe 
changes are seen in the combination of the 
two processes, anthraco-chalicosis. The 
chronic irritation and resulting induration 
result in what the author terms bronchitis 
deformans. The deformity is occasionally 
localized, but is usually diffuse, with in- 
volvement of the lymph nodes situated at 
the division points of the smaller bronchi 
throughout the lung. Traction diverticula 
of the bronchi, similar to those occurring in 
the wall of the esophagus are rare. When 
they do occur their site of origin is between 
the cartilage rings, and they are not deep. 
The common finding is irregular contrac- 
tion with narrowing of the bronchial lumen, 
the node being grown fast to the bronchial 
wall. Between, the points of constriction 
the bronchi appear much dilated. Occa- 
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sionally complete closure of one of the smaller 
bronchial divisions occurs. This occurs most 
commonly in the bronchus of the middle 
lobe of the right lung. The bronchiectases 
commonly found in the apices in old people 
are to be attributed to bronchial stricture on 
an anthraco-chalicotic basis. The bronchial 
mucosa is usually blackened at the point of 
attachment of the scarred lymph node. It is 
also commonly hyperemic at this point and 
in a state of chronic catarrh. Although the 
process tends to be most severe in the smaller 
bronchial divisions, the main bronchi and 
even the trachea may be affected. The right 
bronchi appear more commonly affected 
than the left. Deforming bronchitis is a 
disease of elderly people, seldom being 
marked before 55 years, and is most com- 
monly seen in people with a long occupational 
exposure to dust, as in street cleaners. 
It is seen in young persons only in such 
dusty trades as mining and stone work. 
The following histological changes are seen: 
Degeneration of the muscular and elastic 
elements, occasional involvement of the 
mucous glands and small nerve trunks, 
metaplasia of the cylindrical epithelium to 
the squamous type, and much scar-tissue 
growth. The histological picture gives the 
impression that the scarring is the result of 
repeated acute inflammation. In the scarred 
lymph nodes extensive fresh inflammatory 
lesions are continually encountered, and 
bacteria, particularly cocci, are repeatedly 
found. In all probability the scarring is the 
result more of the continuous bacterial infec- 
tion than of the direct effect of the dust. 
The author has frequently found early 
tubercles immediately distal to a region of 
bronchial constriction, and believes that 
these represent aerogenous infections, which 
are favored by the stagnation of bronchial 
secretion behind the constriction. As a re- 
sult of the induration and loss of elasticity 
the bronchial tree is much less mobile than 
normally. It is possible that the scarring 
associated with anthraco-chalicosis of the 
lymph nodes on the posterior wall of the 
main bronchi interferes with the function of 
the nerves running to the lungs and heart. 
Numerous other lesions are favored by the 
indurative process. It is not rare for erosion 
of the bronchial wall to occur with discharge 
of the contents. Sudden cough with black 
expectoration is the prominent symptom 
associated with this event. If the lymph 
node is the seat of caseous tuberculosis, 
aspiration tuberculous pneumonia is the re- 
sult. If the scarred node which involves the 
bronchial wall also forms the basis of a 
traction diverticulum of the esophagus, per- 
foration with pulmonary gangrene may oc- 
cur. Another fatal complication is erosion 


of a pulmonary blood-vessel. Ordinarily, 
copious bleeding does not occur in this 
event, but a continual oozing with aspiration, 
leading to multiple pneumonic foci. Calci- 
fied particles in the lymph node appear to 
play a réle in this injury of the blood vessel, 
but not so much through mechanical injury 
of the vessel wall as through their inhibitory 
effect upon healing of lesions slightly under 
way. Finally the chronically inflamed 
mucosa over the indurated lymph nodes ap- 
pears to be occasionally the site for the 
development of carcinoma. A precancerous 
stage has been recognized—Ueber die 
Beziehungen anthrakochalikotischer bron- 
chialer Lymphknoten Bronchialerkran- 
kungen und tiber Bronchitis deformans, G. 
Schmorl, Miinchen. med. Wchnschr., May 8, 
1925, lxxii, 757.—(E. R. L.) 


Intrathoracie Tumors—With improved 
method of diagnosis many cases of chest 
tumor are now recognized which formerly 
would have been considered to be cases of 
some other disease, usually tuberculosis. 
Sarcoma is the most common primary growth 
occurring in the mediastinum, but a second- 
ary carcinoma is frequently found. In the 
early stage of mediastinal involvement the 
first sign is the result of pressure, and may 
appear before any physical signs can be 
detected. Pleural effusion usually appears 
early in these cases, but not as a rule until 
other signs have been noticed. Dyspnea 
and pain are also early symptoms, but may 
be absent until the late stages. In making 
the diagnosis, syphilis and aneurysm should 
be excluded. Endothelioma is the type of 
tumor most frequently found on the pleura. 
Usually the first symptom is dyspnea from 
the tendency to pleural effusion. The fluid 
may be clear, but usually it becomes blood- 
stained sooner or later. Primary carcinoma 
of the lung constitutes about 1 per cent of all 
cases of carcinoma. It is said that tubercu- 
losis is a predisposing cause, and certainly 
this disease is often present in cases of 
carcinoma of the lung. Moreover, in 80 
per cent of the cases the upper lobe is in- 
volved, so that the diagnosis may be difficult, 
especially if tubercle bacilli are present 
in the sputum. Whenever the signs or 
symptoms are unusual, neoplasm should be 
suspected. In 90 per cent of the cases the 
disease starts ina bronchus. Bronchoscopy, 
therefore, is of the greatest value in the early 
recognition of these growths. The value 
of the roentgen ray in diagnosing these condi- 
tions is stressed. Operation cannot hope 
to succeed when metastases have appeared 
and these start early. Roentgen-ray 
therapy is very useful in cases of lymphad- 
enoma and sarcoma, and should always be 
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used. In other forms of intrathoracic 
growths the roentgen ray and radium 
therapy have proven disappointing but they 
should be tried in cases that are inoperable.— 
The Diagnosis and Treatment of Intrathoracic 
New Growths, L. S. T. Burrell, Lancet, 
February 27, 1926, ccx, 435.—(J. S. W.) 


Primary Malignant Tumors of Lung. 
—Up toa few yearsago pulmonary neoplasm 
was considered to be one of the rarer medical 
diseases. The introduction of the roentgen 
tay, however, has brought to light many cases 
which would otherwise have been missed. 
Recently the bronchoscope has come into 
more general use and has helped to discover 
neoplasms of the larger bronchi. Primary 
malignant tumors of the lung are said to 
make up about 1 per cent of all cancers, 
and about one-third of 1 per cent of all 
necropsies. Males are more often affected 
than females, and 80 per cent of the cases 
occur between forty and seventy years of 
age. The etiology is unknown, although 
recently some authors have stressed the 
r6le of infection, and more particularly 
influenza, with the resulting epithelial 
proliferation and atypical metaplasia as a 
possible source of irritation. Carcinoma of 
the lungs has been classified histogenically 
as follows: (1) Tumors arising from the 
mucous membrane of the bronchi, (2) 
tumors arising from mucous glands of the 
bronchi, and (3) tumors arising from alveolar 
epithelium. Clinically, they are classified 
as local, when they involve but a small area 
of the lung; diffuse, when affecting a fairly 
large portion of pulmonary tissue; and 
generalized when there are metastases out- 
side the lungs. The order of frequency of 
metastases is (1) regional lymph nodes 
(bronchial, mediastinal, cervical, etc.), (2) 
liver, (3) heart and pericardium, (4) kidneys, 
(5) abdominal lymph nodes, (6) pleura, (7) 
brain, and (8) bones (ribs, spine, skull and 
sternum). Three cases of pulmonary neo- 
plasm are reported with accompanying repro- 
ductions of roentgenograms. Case 1, male, 
aged 40, on admission complained chiefly of 
pains in his hands and feet and loss of 
sexual powers, and at first had but little 
cough. There was some fever and headache. 
The neck showed a definite nodular enlarge- 
ment in both supraclavicular regions. The 
roentgen ray disclosed a dense irregular 
shadow occupying the upper two-thirds of 
the right lung. At necropsy the diagnosis 
of carcinoma was confirmed. Case 2, 
male, aged 67, complained of cough, dyspnea, 
hemoptysis and pain the in chest when first 
seen. A roentgenogram of the lung showed 
a dense shadow involving the whole left 
pulmonary field, the density being less in the 


apical regions; also numerous miliary infiltra 
tions studding the upper two-thirds of the 
right lung, becoming conglomerate at the 
middle third about the hilum. A diagnosis 
of new growth in the left lung and miliary 
metastases in the right lung was made. No 
necropsy was obtained. Case 3, a male, 
aged 49 years, came to the hospital complain. 
ing of pain in the midtibial region of the 
left leg. Previous to this there had been 
pain in the right side of the abdomen and 
over the right lower costal region. There 
was also some cough. At first a gastro- 
intestinal involvement was suspected. How- 
ever, a roentgen-ray study revealed a dense 
irregular shadow occupying the region of the 
right hilum and infiltrating the adjacent 
pulmonary tissue. There was no abnor- 
mality seen in any of the bones studied 
(tibia, iliacs, spine and ribs). A diagnosis 
of goons neoplasm was made. Pecu- 
liarly enough, even after the roentgen ray 
showed evidence of right-lung involvement, 
the clinical examination yielded no physical 
signs until later in the course of the disease. 
About this time a mass was felt in the right 
upper quadrant, which was thought to be 
due to metastatic involvement of the liver. 
The condition was somewhat improved by 
deep roentgen-ray and radium therapy. 
The above clinical histories would indicate 
that pulmonary neoplasm is not always 
manifested early by symptoms referable to 
the lung. In but one of the cases (no. 2) did 
the patient complain of cough early in the 
disease. In another case the pain due to 
metastasis appeared long before one sus- 
pected lung disease. These facts forcibly 
emphasize the importance of complete 
clinical and laboratory investigations, when 
symptoms and signs are not explicable on an 
obvious basis. It is pointed out that, ac- 
cording to mortality tables and reports from 
life insurance sources, the incidence of 
cancer is increasing—Pulmonary Neoplasm, 
A Clinical Study of Three Cases, D. Green- 
berg, Am. J. M. Sc., May, 1925, dxix, 618.— 
(J. S$. W.) 


Primary Carcinoma of Lung.—This is 
not as rare a clinical condition as has been 
generally supposed, and the condition can 
be diagnosed antemortem. The present 
report includes 21 cases with necropsies and 
3 cases with biopsies. The striking increase 
in the number of tumors of the lung since 
the influenza epidemic suggests some relation 
between these two conditions. Most 
authors have given tuberculosis as the chief 
etiological factor, yet in only one of the 
present series was any evidence of pul- 
monary tuberculosis found. Rokitansky’s 
old dictum that the presence of tuberculosis 
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practically excludes carcinoma appears to 
be contrary to the generally accepted views 
concerning pulmonary carcinoma. Males 
are definitely more predisposed than females, 
the ratio being givenas3to1. The majority 
of cases occur past the age of forty. The 
white race is definitely more predisposed than 
the colored. While pulmonary cancer pre- 
sents a very varied pathological picture the 
following gross forms have been described: 
(1) infiltrating, (2) multiple nodular, (3) 
solitary nodular, (4) miliary and (5) mixed. 
Histologically, the classification is given 
thus: (1) cylindrical cell carcinoma, (2) 
squamous cell carcinoma, and (3) mixed cell 
type. Metastases occur early, and are very 
widespread. Efforts to classify these tumors 
as to histogenesis admit great probability 
of error, but it would appear that origin 
from the bronchial mucosa is most frequent, 
and that origin from alveolar epithelium is 
very rare. There are no pathognomonic 
symptoms of tumor of the lung. Weakness, 
cough, expectoration, pain in the chest and 
dyspnea are most common, with fever, 
night sweats, loss of weight and hemoptyses 
occurring less often. Pleural effusion, with 
the character of the fluid varying from serous 
to bloody or purulent, isnot uncommon. As 
to the diagnosis, tumor of the lung should be 
strongly suspected in any patient of or past 
middle age, with unilateral findings of an 
area of dulness or flatness, associated with 
decreased or absent breath-sounds or am- 
phoric breath-sounds, particularly if that 
patient has pain in the chest, with or without 
dyspnea and sputum negative for tubercle 

illi. Ré&les are likely to appear late. 
Bronchoscopy, and in certain cases biopsy, 
are of assistance in diagnosis. There is no 
constant roentgen-ray picture, but in certain 
instances this may establish the diagnosis. 
As a differential point from tuberculosis 
Fishberg and Steinbach emphasize the 
importance of dyspnea and pain in the chest, 
these hardly ever occurring in early phthisis. 
Interlobar effusions, encysted empyemas, 
pneumonokoniosis, bronchiectasis, lobar 
pneumonia and various mediastinal new 
growths must also be differentiated. Meas- 
ures relating to the treatment of this condi- 
tion, including surgical and deep roentgen 
ray and radium treatment, have as yet been 
unsuccessful.—Primary Carcinoma of the 
Lung, J. S. Grove and S. E. Kramer, Am. 
J. M. Sc., February, 1926, clxxi, 250.— 
(E. H. K.) 


Primary Carcinoma of Lung.—Pri- 
mary carcinoma of the lung is considered a 
rare condition by many writers. Primary 
growths occur more frequently in males than 
females in the ratio of 3 to 1, while metastatic 
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growths are more common in females. The 
chief etiological feature is tuberculosis. 
Of Wolf’s 31 cases, 13 were associated with 
tuberculosis. Wolf found tuberculous lesions 
throughout diffuse carcinoma or surrounding 
tumor masses. Several cases in which there 
was active miliary tuberculosis with car- 
cinoma suggest that the malignant process 
may light up latent tuberculous foci. Other 
etiological factors may be chronic bronchitis, 
chronic fibroid pneumonia and trauma. 
Three case histories are given. Primary 
carcinoma of the lung occurs more frequently 
than is usually believed. This condition 
does not cause marked symptoms early in 
the disease, nor do these symptoms differ 
greatly from those of pulmonary tuberculosis. 
The physical findings in these cases, however, 
are unilateral, thus differing from advanced 
pulmonary tuberculosis. It is necessary in 
order to discover this condition early that we 
should watch more closely (1) those patients 
who complain of persistent cough without 
demonstrable cause; (2) those who expec- 
torate bloody sputum at intervals with no 
tubercle bacilli ever found in the sputum, 
and (3) those who complain of general weak- 
ness and loss of weight and do not react to the 
usual methods of treatment. Roentgenog- 
raphy does not aid in the early diagnosis of 
malignant tumor of the lungs or the bronchi. 
Bronchoscopic examination furnishes us 
with information of this condition com- 
paratively early and should be advised when 
indicated. The value of postmortem ex- 
amination, so frequently refused, is demon- 
strated in these cases.—Primary Carcinoma 
of the Lung, H. M. Moses, Am. J. M. Sc., 
July, 1925, dxx, 102.—(B. T. McM.) 


Diagnosis of Upper-Lobe Carcinoma 
of Lung.—Bronchial carcinoma is very 
often diagnosed as tuberculosis until signs 
of mediastinal pressure, enlargement of 
axillary lymph nodes, etc., develop and point 
the way to a proper diagnosis. This is 
particularly true of lower-lobe tumors. 
When in the upper lobe, these growths 
frequently have a set of characteristic 
signs. Symptomatically, the patient looks 
well, but has cough, dyspnea or hemorrhage. 
There is dulness to flatness under the mesial 
end of the clavicle and mediastinum. Over 
this there is an enfeeblement of the breath- 
sounds, instead of the accentuation one 
would expect to find. On such findings one 
is justified in making a diagnosis of carcinoma 
of the lung. Occasionally tuberculosis will 
produce these signs, but it is extremely un- 
common. Proper diagnosis saves the pa- 


tient or his family the expenses of prolonged 
sanatorium treatment; it enables one to have 
recourse to deep X-ray or operative therapy 
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although the outlook from this is not at all 
favorable.—Zur physikalischen Diagnose des 
Oberlappenbronchuskarzinoms, W. Neumann, 
Wien. klin. Wehnschr., May, 1, 1924, 
xxxvii, 441.— (H. S. W.) 


Cancer and Tuberculosis.—In 180 
consecutive autopsies on cancer patients, 
22 cases were found in which there was a 
coincident tuberculosis. In this number are 
included only those in which the tuberculosis 
was recent and active, evidences of old 
disease, such as calcified nodules or fibroid 
lungs, being disregarded. The diagnosis of 
tuberculosis was in all cases based on the 
presence of active giant-cell systems with or 
without caseation. Tubercle bacilli were 
found in the majority of cases, but in some 
they could not be demonstrated. With one 
or two exceptions the tuberculosis was found 
either in the primary lesion or in a situation 
closely connected with the primary cancer— 
the regional lymph nodes or, in cases of 
cancer of the mouth, etc., the lungs. The 
tuberculosis was obviously secondary to the 
cancer in most cases, but whether this was 
due to the entry of the tubercle bacilli 
through the primary lesion or to the presence 
of cancer reducing the resistance of the body 
to bacilli already circulating in the system 
could not be determined.—A Note on the 
Association of Cancer with Tuberculosis, 
C. P. White, Lancet, March 14, 1925, 
ceviti, 544.—(J. S. W.) 


Cancer and Acquired Resistance to 
Tuberculosis.—Public health reports from 
all parts of the world show a steady decline 
in the number of deaths from tubercle and 
an equally steady advance of cancer. In 
England in 1855 the phthisis death-rate had 
fallen to 2,600 per million and the cancer 
rate advanced to 320. The two rates are 
now about equal in England and Wales. 
The Supplementary Reports of the Regis- 
trar General for 1891, 1901 and 1911, furnish 
interesting material for study. When the 
cancer death-rate is expressed as a percentage 
of the total death-rates, in every age period 
it falls more heavily on the “best” than on 
the “worst” lives. When, however, the 
absolute figures are taken for each age, the 
reverse appears to be the case, cancer se- 
lecting especially the survivors of occupa- 
tions in which the struggle for existence is 
hard. If we compare incidence among 
different social classes, it appears that the 
upper and middle classes have about 15 per 
cent more deaths from phthisis, at all ages, 
than coal miners, and a higher cancer inci- 
dence in the last age-periods. If we com- 
pare occupational groups with highest and 
lowest phthisis incidence, it appears that 
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cancer is much more frequent among the 
former until the age of 65. If we compare 
several groups according to phthisis and 
cancer incidence in 1891 and 1911, there is 
apparently definite correlation between the 
indices, but the cancer index has increased in 
each group while that of phthisis has de- 
creased without the order of sequence of 
groups changing. Conclusions: The fore- 
going results appear to preclude the theory 
that cancer is simply one of the degenerations 
of old age and that the increase can be ac- 
counted for by the larger number of persons 
who reach old age. If old age were a 
dominant factor, we should expect the cancer 
rate to increase steadily up to the end of life, 
as do the deaths from cerebral hemorrhage, 
but such is not the case. It is instead 
postulated that a proliferative tendency 
aroused by contact with tubercle may 
later lead to cancer.—Cancer and Acquired 
Resistance to Tubercle, T. Cherry, Lancet, 
September 26, 1925, ccix, 644.—(A. P.) 


Metastatic Tumors of Lung Simu- 
lating Acute Respiratory Diseases.—In 
observing the course of cases of pulmonary 
metastases several instances have been 
observed in which an acute respiratory dis- 
ease has been closely simulated, in some cases 
even leading at first to errors in diagnosis. 
It is quite common for patients who have 
just developed evidence of pulmonary 
metastases to say that they have recently 
caught cold, meaning usually that they have 
had a cough for two, three or four weeks, 
accompanied perhaps at the onset with 
malaise, chilliness, and indefinite pains in the 
chest. There is a distinct group of cases in 
which the onset and course of the pulmonary 
metastasis is much more stormy, so much 
so that, depending upon the symptom com- 
plex, a diagnosis of lobar or broncho- 
pneumonia, acute pleurisy, empyema, 
phthisis or acute miliary tuberculosis may be 
erroneously made. That acute pleurisy is 
often simulated by metastatic pulmonary 
growths was noted by Laennec. Three case 
reports are given. Conclusions: With closer 
observation of the course of cases of pul- 
monary metastasis, and more careful ex- 
amination of their history, it is felt that a 
considerable proportion of these cases have 
a more or less acute onset, varying all the 
way from simulation of mild bronchitis or 
pleurisy, to the most severe forms of acute 
respiratory disease. Unfortunately, the ac- 
tual onset of the respiratory symptoms is not 
often observed by those who are concerned 
with the primary tumor. In many cases no 
physician is consulted at the onset, especially 
if it is comparatively mild. In other cases, 
in which the onset is more stormy, the family 
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physician or some general practitioner who 
is not fully cognizant of the existence or the 
potentialities of the primary tumor may be 
called, and under the stress of the urgent 
need for treatment both physician and 
patient may overlook the importance of the 
history of a malignant tumor. The descrip- 
tion of the simulation of acute respiratory 
diseases by secondary lung tumors has found 
its way into comparatively few textbooks, 
and it does not seem that the profession at 
large is sufficiently on its guard against this 
infrequent yet important source of diagnostic 
and prognostic error.—The Simulation of 
Acute Respiratory Diseases by Secondary 
Lung Tumors, L. F. Craver, Am. J. M. Sc., 
June, 1925, clxix, 792.—(B. T. McM.) 


Tuberculosis and Syphilis.—By the 
Meinicke reaction, 5.2 per cent of tubercu- 
losis cases were found to have syphilis. 
Pure pulmonary syphilis was never found. 
Two cases of laryngeal syphilis, diagnosed as 
tuberculous laryngitis, were cleared up by 
means of syphilitic treatment. The sedi- 
mentation rate was frequently accelerated, 
and under syphilitic treatment this also 
became more favorable. Syphilis did not 
influence tuberculosis favorably; it is a 
serious complication, tending to reduce 
resistance.— Beitrag zur Kombination von 
Tuberkulose und Lues, Gertrud K. von Jaski, 
f. Tuberk., 1925, xliti, 294.—( H.J. 


Meinicke Reaction for Syphilis.— 
Seven hundred sanatorium cases were tested 
with the Meinicke reaction. All types of 
diseases were included, as well as febrile and 
afebrile patients. ‘The method is considered 
a valuable aid in diagnosis and therapy, 
it serving to disclose syphilis in the presence 
of tuberculosis. Tuberculosis does not 
interfere with the reaction. Body tempera- 
ture has no influence upon the reaction.— 
Unsere Erfahrungen mit der Meinickeschen 
Triibungsreaktion auf Syphilis bei  sys- 
lematischer Durchuntersuchung von tiber 700 
Heilstattenpatienten, E. Hager, Ztschr. f. 
Tuberk., 1925, xlii, 477.—( H. J. C.) 


Leprosy and Tuberculosis.—The bacilli 
of the two diseases are closely related; both 
are acidfast, single microérganisms, similar 
in their morphological and staining charac- 
ters, and can be distinguished only by the 
fact that the tubercle bacillus is cultivatable, 
while it remains doubtful whether the lepra 
bacillus has ever been cultivated. The very 
close relationship between the bacilli is also 
shown by tuberculin producing reactions in 
leprosy. Tuberculization appears to afford 
some immunity against leprous infection, 
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although the reverse is not the case as 
phthisis is the commonest fatal complication 
of leprosy in the leper colonies. A _ re- 
markably close relationship exists between 
high rainfall and heat and leprosy incidence 
all over the world. When we turn to the 
various conditions influencing the frequency 
of infections, we find a still closer similarity 
between the two diseases. Both infections 
are favored by overcrowded houses, and 
both have been introduced to new countries 
or races and produced epidemics among 
them, as in Hawaii and other Oceanic islands 
with leprosy and among American Indian 
and other tribes with tuberculosis. Sus- 
ceptibility to both is greatest in childhood. 
Conjugal infections are comparatively rare 
in both diseases for the same reason that 
susceptibility greatly decreases when adult 
life is reached. The nodular type of leprosy 
is far more infectious than the anesthetic 
type, thus resembling the closed and open 
types of tuberculosis. The pathways of 
infection probably differ in the two diseases, 
that of leprosy being through the skin and 
tuberculosis by inhalation of the bacilli into 
the lungs. Both diseases commonly run a 
chronic course, but may occasionally be much 
more acute and rapidly fatal. The close 
relationship between leprosy and tubercle, 
as pointed out in this note, indicates possible 
lines of advance through the lessons learned 
regarding one affection affording suggestions 
for the application of somewhat similar 
prophylactic or therapeutic measures to the 
sister diseases.— Resemblance between Leprosy 
and Tuberculosis, L. Rogers, Brit. J. Tuberc., 
April, 1925, xix, 69.—(B. T. McM.) 


Leukemia and Tuberculosis.—Two 
cases of leukemia, lymphatic and myelog- 
enous, in which tuberculous lesions of the 
hematopoietic system were found, are re- 
ported. Three other autopsies of leukemia, 
without any tuberculosis lesions were met 
with. Arguments in favor of the tubercu- 
lous nature of leukemia are discussed, as 
well as those which consider the tuberculosis 
secondary, merely occurring on leukemic 
soil. Rivet recalled tuberculous lesions at 
autopsy in two cases of acute leukemia, one 
with follicular tuberculosis of the spleen and 
gastric mucosa, the other with caseous lesions 
of the bronchial, mesenteric and peripheral 
lymph nodes. These suggest the possibility 
of tuberculosis as a cause of acute leukemia. 
The tuberculous lesion in one case had 
definitely preceded the appearance of the 
acute leukemia.—Leucémie et tuberculose, 
Emile-Weil, Isch-Wall and Pollet, Meeting, 
Soc. Médicale des Hépitaux, February 6, 
1925, reported in Presse Méd., February 11, 
1925, no. 13, 190.—(E. H. K.) 
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Insulin in Diabetes with Tubercu- 
losis—Although good results usually fol- 
low the use of insulin in the tuberculous 
diabetic, the possibility of a focal reaction 
must be considered. In order to test this 

ibility, pulse, temperature, blood sugar, 
leucocytes and speed of sedimentation of 
erythrocytes were determined in one case of 
exudative tuberculosis and one of fibroplastic 
tuberculosis, at intervals for a period of 
two hours following the administration of 20 
units of insulin. In both cases a slight drop 
in pulse and temperature accompanied the 
fallin blood sugar. Both the leucocytes and 
speed of sedimentation increased, however. 
In other words, the speed of sedimentation 
behaved as it does following the introduction 
of tuberculin in a sensitive person. That a 
focal reaction may follow the use of insulin 
in tuberculosis must be admitted. Such 
reactions might work harm. Caution must 
be used, therefore, in the speed with which 
insulin is administered. It is well not to 
exceed 5 units at the start. It may be of 
advantage to avoid subcutaneous administra- 
tion at the beginning, and to give insulin 
perlingually or intratracheally—Der Ein- 
fluss der kombinierten Didét-Insulintherapie 
auf die durch Lungentuberkulose kompli- 
sierten Fédlle von Diabetes mellitus, H. 
Weskott, Miinchen. med. Wehnschr., June 5, 
1925, lexii, 945.-—(E. R. L.) 


Tuberculin Reactions in Skin Dis- 
ease.—Among 50 cases in the Hépital 
Broca the reaction was positive in 44. In 
two cases of cutaneous tuberculosis the reac- 
tion appeared as early as the fifth hour. It 
was negative in those in poor general condi- 
tion. In 35 it appeared after twenty-four 
hours. The reaction was most intense in a 
case of cutaneous tuberculosis involving the 
arm, at the level of the lesion, while on the 
healthy skin the intensity was average. It 
was strongly positive only in subjects 
definitely tuberculous. Primary and second- 
ary syphilis do not prevent the reaction 
from being positive—La cuti-reaction a 
la tuberculine dans un service de dermatologie, 
S. I. de Jong and R. Martin, Meeting, 
Section d’Etudes Scientifiques de  Oeuvre de la 
Tuberculose, February 14, 1925, reported in 
Presse Méd., March 18, 1925, no. 22, 358.— 
(E. H. K.) 


Prevention of Tuberculosis.—There 
has been a steady decline in the death-rate 
from tuberculosis in the British Isles since 
1851, and the fall continues. It began thirty 
years before Koch’s discovery of the tubercle 
bacillus and more than a half-century before 
any active steps were taken to prevent the 
disease; so the assumption that this marked 


decline has resulted alone from purposeful 
efforts at prophylaxis is gratuitous. The 
very fact of the widespread extent of 
tuberculous infection is proof that hygienic 
efforts have not prevented the spread of the 
infectious agent. Surely other factors be- 
sides conscious hygienic efforts have been in 
operation to produce this decline. These 
depend on the play of natural forces. Nature 
tends to protect through death of those ill 
with disease, thus doing away quickly with 
sources of infection. This is what happens 
in aboriginal peoples who come in contact 
with tuberculosis for the first time. But 
this factor of protection continues to hold a 
place of first importance only until there 
develops an adapatation to the disease on 
the part of man, when he develops chronic 
forms of the disease and lives longer as a 
focus of dissemination, and when the race has 
acquired some degree of immunity. But in 
these circumstances several elements in a 
programme will help in the conscious, or- 
ganized efforts to combat the disease. These 
are early recognition of the disease, better 
reporting of cases, more beds in sanatoria, 
more and better institutions for treatment, 
provision for maintenance of dependents, 
education of patients, etc. All this will not 
eradicate the disease, although it will help. 
The number of people with unrecognized 
tuberculosis is much greater than the num- 
bers reported. Tuberculosis of both men 
and animals is a “disease of domicile,’”’ and 
infection is inevitable when contact exists, 
and when contact is close enough massive 
infection is likely to occur and to cause dis- 
ease. Therefore, one should aim at “dilu- 
tion of infection,”’ for this will do great good. 
Whether control of natural infection and 
immunization can be made effective is an 
open question. It seems improbable that 
such procedures as Calmette’s BCG inocula- 
tion will ever have more than an extremely 
limited sphere of application. How may an 
increased immunity be effected through the 
“dilution” of infection? Several aphorisms 
may be laid down as being helpful: /: It 
is obvious that “dilution of infection” 
is most needed during childhood and adoles- 
cence. 2: Adults are usually sufficiently 
resistant to handle ordinary causal contacts 
with sources of infection. 3: Prophylactic 
measures in the way of better homes, work- 
ing conditions, etc., for the general popula- 
tion will be of value in preventing disease. 
4: Pathological concentration of tubercle 
bacilli exists only indoors. Men and cattle 
suffer but little from tuberculosis if they live 
in the open. 5: The infectious person is the 
chief source of tubercle bacilli, and care 
should be taken of the things (handkerchief, 
bedding, etc.) that are frequently soiled with 


ABSTRACTS OF TUBERCULOSIS 


sputum, whereas books, furniture, etc., 
are not so likely to be greatly soiled. 6: 
The onus of early and accurate diagnosis 
rests upon the medical profession.—The 
Prevention of Tuberculosis: A Consideration 
of the Present Position, S. L. Cummins, J. 
State Med., March, 1926, xxxiv, 169.— 
(H. S. W.) 


Prevention of Tuberculosis in In- 
fants—The care of children exposed to 
tuberculosis in their families is discussed 
from the standpoints of prevention and the 
development of active tuberculous disease. 
In spite of the fact that our views are less 
pessimistic than they formerly were regard- 
ing the fate of infected children, it is still 
essential to consider the prevention of infec- 
tion. The number of fatal nursling tuber- 
culosis cases is small in comparison to the 
general nursling mortality. In Karlsruhe, 
of 2,583 children born alive and 310 dying the 
first year, in 1923, only 7 died of tuberculosis. 
Of 318 dying of tuberculosis in Karlsruhe 
during 1923 there were 7 nurslings among 30 
tuberculosis deaths of children under 15 
years of age. These figures would seem 
to indicate a low mortality as a result of 
intrafamily contact, but the author’s own 
figures show a mortality of 28 per cent. 
‘ The best method of prevention is to remove 
the nursling from the surroundings of the 
diseased individual. If this cannot be ac- 
complished, partial isolation should be car- 
ried out for the first two years, or at least 
strict isolation for the first half-year. 
Breast-nursing should be discontinued if the 
mother is infectious, and all precautions 
should be taken by the diseased individual, 
with exacting sanitary measures in the home. 
In the presence of positive findings in the 
nursling drastic measures should be insti- 
tuted to prevent reinfection. The child 
over one year of age is more resistant than 
the nursling, but separation should be 
urged or protective measures instituted.— 
Die praktische Gestaltung der Fiirsorge fiir 
Sduglinge und Kleinkinder in den Familien 
der ansteckend Tuberkulosen, O. Geissler, 
Beitr. c. Klin. d. Tuberk., 1924, lix, 420.— 
(H. J. C.) 


Results of Tuberculosis Prophylaxis in 
Young Infants.—Antituberculous prophy- 
laxis in young infants with tuberculous par- 
ents depends entirely on separation of the 
child from its family after birth, either before 
or after infection with the tubercle bacillus. 
The first complete and rational attempt at 
such prophylaxis has been carried out for the 
past five years through the agencies of 
L’hépital Laennec and L’Oeuvre du Place- 
ment familial des Tout-Petits. Through the 
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obstetrical services of the former, special 
arrangements were made for the complete 
separation of the infant of a tuberculous 
mother from the time of birth, while through 
the social service of the hospital dispensaries 
infants in contact with tuberculous patients 
were hunted out and observed. Through 
the seven centres of the latter the infants 
were placed in an environment free from 
tuberculosis. In summing up the results 
of the work two groups are considered: 
Group 1: This group comprises those infants 
of tuberculous parents (most often the 
mother), separated before infection had 
occurred, either from birth or a variable time 
after it. There were 265 infants in this 
group (123 separated at birth and 142 after 
birth). Their birth-weight was normal or 
within a pound of it. Though they showed 
a tendency to be underweight during the 
first year, especially the first six months, this 
inferiority disappeared between the twelfth 
and eighteenth months, and thereafter the 
weight was normal or even above, and the 
height-weight figures were also normal. 
Physically and mentally the development of 
these children was up to the average or 
above. Rickets and contagious diseases 
were no more frequent than in other children. 
Though they were all exposed to chance con- 
tact with the tubercle bacillus on the street, 
they did not appear particularly prone to 
infection, since in only one case did a nega- 
tive skin test become positive. There was a 
considerable mortality among them during 
the first few months. In 1923, of 61 in- 
fants separated from tuberculous mothers, 
Couvelaire estimated 38 per cent mortality 
the first month; in 1924, of 36 cases, 13.88 per 
cent mortality. The causes of death were 
bronchopneumonia, hereditary syphilis, and 
infectious diseases, but most often death was 
due to a progressive wasting without any 
marked clinical symptoms. This is not 
attributed to tuberculosis, or to any special 
weakness of children of tuberculous mothers, 
but to the difficulties of artificial feeding, 
the deprivation of the numerous little 
maternal cares so necessary for the infant, 
and the small space where so many are likely 
to be crowded during the first few weeks. 
With more widespread distribution of 
woman’s milk, and with better housing and 
isolation, this mortality should be reduced. 
After the third year the mortality is 5 to 7 
per cent, a normal figure. These observa- 
tions in this group throw some light on the 
long debate about hereditary tuberculosis. 
The infant of tuberculous parents is seen to 
be far from weak, and is most often normal 
and worth an attempt to save. Group 2: 
This group includes infants already in- 
fected, but taken from their parents in order 
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to avoid massive, repeated superinfection, 
and with the hope that their infection is 
light, localized, not advancing, and curable. 
In order to determine whether cases in this 
group are likely to be benign or fatal, they 
are kept under observation and the condi- 
tions of infection are studied. Only those are 
selected for whom a favorable course is 
predicted, as determined by the presumable 
smallness of the source of contagion, on the 
brevity of intimate contact, the long dura- 
tion of the incubation period, and finally 
the age of the child. After four years of 
observation it can be said that there exists 
in the nursing infant a form of tuberculosis 
with a favorable prognosis, so capable of 
cure that the infected infant cannot be 
distinguished from the normal. The average 
weight of 171 infants of this class was 5,805 
gm. at six months. Since the average 
normal is 7,100 grams at this age, they were 
plainly underweight. By one year the 
average weight was practically normal (8,800 
grams) and remained so thereafter. The 
resistance of these children to other diseases 
was good. In short, this group is made up 
of infants carefully selected who, when 
separated from contact tuberculosis, have 
been saved from a serious development of the 
disease. In the 171 cases there were 17 
exceptions, 5 developing pulmonary tuber- 
culosis (all fatal), 7 tuberculous meningitis 
(all fatal), 3 osteoarticular tuberculosis 
‘1 fatal case of Pott’s disease), and 2 cold 
abscesses. A mortality of 7.6 per cent (13 
deaths) was to be expected, since prognosis 
in tuberculosis cannot be measured mathe- 
matically. The smallness of this mortality 
is emphasized when comparison is made with 
that occurring in infants left exposed to 
tuberculous parents. Of 66 infected infants 
who were not in condition to be chosen, or 
whose parents refused to part with them, 45, 
or 82 per cent, died, generally before the end 
of the first year, of pulmonary tuberculosis 
or tuberculous meningitis. We thus have a 
mortality of 82 per cent compared with 7.6 
per cent. In 37 cases an attempt was 
made to determine the condition of affairs 
in the tuberculous families; whether the 
contact had continued or ceased, and what 
was the hygienic condition of the home. 
Thirteen of these were in condition to be 
accepted, but their parents had refused to 
part with them. In 5 of these, contact had 
ceased with the death of the sick parent, and 
they were all alive, 3 living in good and 2 in 
bad hygienic conditions. The other 8 for 
whom contact had continued were all dead. 
Of the 24 remaining cases which had been 
refused by L’Oeuvre, contact had ceased in 
11, and 10 of these were living, 6 in good and 
4 in bad hygienic conditions. For the 13 
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others contact had continued, and they were 
all dead. These figures are too small to 
permit drawing conclusions, but suggest 
that prophylaxis, as outlined, has tangible 
results in the uninfected in keeping them 
from getting the disease and making them 
healthy and normal, and in the infected in 
reventing fatal contamination and render- 
ing curable otherwise fatal cases of tuber- 
culosis. The existence or absence of con- 
tact tuberculosis, and the persistence or 
cessation of this contact are large factors in 
the activity and advance of tuberculosis in 
the infant and young child.— Résultats de 
la prophylaxie antituberculeuse chez le petit 
enfant par la séparation d’avec les parents 
tuberculeux et Vélevage en placement familial, 
L. Bernard, R. Debré and M. Lelong, 
Presse Méd., March 18, 1925, no. 22, 345.— 
H. K.) 


Phthisiogenesis and Prophylaxis of 
Pulmonary Tuberculosis.—This is an 
epidemiological study of 285 cases. Of 
these, 26 cases developed a new infection 
with no determinable tuberculous anteced- 
ents, and led to the conclusion that certain 
detrimental influences (war, influenza) cause 
more or less diminished resistance and favor 
a moderate spread of tubercle bacilli. 
The possibility of metastases occurring from 
childhood lesions is admitted, but they are 
not believed to occur actually. Infection 
with tubercle bacilli is just as much a danger 
to the adult as it is to the child. For 
practical protective purposes, it is recom- 
mended to isolate the infectious tuberculous 
individual as far as possible, to build 
sanatoria with divisions for unfavorable 
cases and to treat exposed children. The 
idea of isolating the infectious ill in their own 
homes and in the presence of their families, 
even in hygienic surroundings, is opposed.— 
Weiterer Beitrag zur Frage der Phthisio- 
genese und Schwinduchts bekémpfung, Hillen- 
berg, Ztschr. f. Tuberk., 1924, xl, 88.— 
(@. J. 


Living Tubercle Bacilli Necessary for 
Practical Immunization.—Before any 
method of immunizing against tuberculosis 
is used clinically among human beings, it 
should be thoroughly tested and proved in 
infected cattle or other animals. To date 
the only real immunity that has been estab- 
lished has been through infection with living 
tubercle bacilli only. Immunity disappears 
with the healing of such infection. Im- 
munity is associated with tissue that is 
changed by tuberculous infection, so there 
must first develop a focus of tubercle from 
which arises this change. Infection is a 
necessity in such circumstances. It is still 
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undecided whether dead tubercle bacilli can 
set up infection and an immunity worthy of 
the term. Neither Calmette nor Langer 
seem to have had their claims verified. One 
must question whether protective vaccina- 
tion against tuberculosis in human beings is 
at all practicable. Experiments now under 
way give some promise along this line.— 
Ist eine Schutzimpfung des Menschen gegen 
Tuberkulose mit abgetétenen oder avirulenten 
Tuberkelbazillen méchlich? H. Selter, Deut- 
sche med. Wchnschr., December 26, 1924, 1, 
1825.—(H. S. W.) 


Immunization of Children with Liv- 
ing Tubercle Bacilli.—The aim in any 
protective inoculation against tuberculosis 
should be to establish a latent infection. 
Dead tubercle bacilli will not accomplish 
this result. Two strains, one human and 
one bovine, known to have a very low viru- 
lence, were used together as a vaccination 
medium in doses of 10,000, 1,000, 100, 60, 25 
and 12 bacilli, at intervals, in infants who 
were negative to the injection of tuberculin. 
In one child after the inoculation of 1,000 
bacilli, there developed a hard nodule the 
size of a cherry at the site of inoculation, 
enlargement of the regional lymph nodes, a 
positive tuberculin reaction, and several 
episodes of eczema over the back of the neck, 
conjunctivitis (not phlyctenular), an occa- 
sional cold and occasional rise of tempera- 
ture. Ina second child ordinary pneumonia 
occurred two weeks after the inoculation, 
but this cleared up normally. There were 
abscess and ulceration at the site of inocula- 
tion, and eczema and scarlet fever developed 
later. There were no signs of tuberculosis. 
A fistula developed at the site of inoculation, 
and the regional nodes were enlarged and 
were removed. One child died of broncho- 
pneumonia several months after inoculation 
and animals inoculated with the tracheo- 
bronchial nodes remained free from tuber- 
culosis, while those inoculated with the 
regional nodes (inguinal) from the child did 
have tuberculosis. In several children no 
reaction developed either locally or in the 
regional lymph nodes. In cattle there is 
often a subsidence of the swelling of the 
regional lymph nodes after inoculation with 
these strains, and it is to be hoped that 
dosage for children can be worked out in 
which this result will follow the inoculation. 
Did the eczematous rashes and the conjunc- 
tivitis come as a result of the inoculation? 
It is interesting that this reaction occurred 
in the children receiving the larger doses, 
but it is hard to think of a widespread metas- 
tasis. It is surprising how few tubercle 
bacilli (as few as 12) can set up tubercle 
and produce tuberculin sensitiveness. With 


12 bacilli sensitiveness was apparent at times 
after three and a half months; sometimes a 
longer time was required. When 1,000 and 
10,000 bacilli were used, sensitiveness usually 
developed in about four weeks. As a rule, 
the subjects experience no elevation of 
temperature. This method must be most 
seriously studied and criticized, however, 
before it is turned over to the practitioner for 
use. Even if it should eventually prove to 
be adaptable, it is a method that should be 
used only in that group of children that are 
being repeatedly exposed, as, for instance, 
the children of tuberculous parents.— 
Ein Versuch sur Tuberkuloseschutzimpfung 
des Menschen, H. Selter, Deutsche med. 
Wehnschr., July 17, 1925, li, 1181.— 
(H. S. W.) 


Immunization with the Vaccine of 
Calmette and Guérin.—The failure of 
antituberculosis vaccines, made from bacilli 
killed or modified by heat or by chemicals, is 
well known. Similarly, vaccines from more 
or less attenuated living bacilli, which retain 
their disease-producing power or virulence 
for certain animals, have been unsuccessful. 
It was shown by Rémer in 1908 that im- 
munity against tuberculosis is based on the 
presence in the immune organism (or 
organism resistant to superinfections) of 
bacilli in a latent state. With the idea of 
obtaining tubercle bacilli, which, though 
deprived of their power to cause active dis- 
ease, might stiil retain their ability to 
produce such an immune state, 230 succes- 
sive cultures, beginning with a virulent 
bacillus, were made over a period of thirteen 
years on a very alkaline medium with a beef- 
bile base. Desired results were obtained, 
since the final cultures did not produce dis- 
ease, but were toxic for infected animals, 
secreted tuberculin, and stimulated the forma- 
tion of antibodies. These organisms form 
the basis for the vaccine, BCG (Bilié- 
Calmette-Guérin), which, having proved 
harmless for animals, was given in 1922 to 
178 infants. Up to June, 1925, there had 
been 15 deaths in this group, none of which 
were from evident tuberculosis, though 
several had remained in close contact with 
actively diseased members of the family. 
This mortality of 8.4 per cent for three years 
compares very favorably with that of in- 
fants under one year throughout France, 
which was 15 per 100 living births in 1911, 
and 11.6in 1921. Of 2,070 new born infants 
vaccinated in France and Belgium between 
July, 1924, and June, 1925, reports were 
obtained on 423 who had been vaccinated 
more than six months. Though 137 had 
remained exposed to tuberculosis, there 
were no deaths obviously from this disease. 


The mortality from other causes was 7 
per cent. Further to show the efficacy of 
the vaccine, mortality figures in unvacci- 
nated groups are given. Of 1,364 infants 
born of 1,362 mothers with tuberculosis in 
Paris and the department of the Seine in 
1922, 327, or 24 per cent, died of infections 
presumably tuberculous by January 1, 1925. 
Figures from L’Oeuvre du placement familial 
show that of 171 infants separated from 
family contact with tuberculosis the mor- 
tality was 7.6 per cent, while of 66, who for 
one reason or another remained exposed to 
a mother with tuberculosis, the mortality 
before the end of the first year was 54, or 
80 per cent. Figures of similar trend are 
quoted from the Belgian National League 
against Tuberculosis and from London dis- 
pensaries, all of which tend to show that 
every infant not separated from a mother 
with active disease has one chance in four, 
and in Paris three chances in four, of dying 
of tuberculosis before it isa year old. The 
technique of administration of the vaccine 
is to give in a little milk one-half hour before 


‘a feeding on the fourth, sixth and eighth 


days, or the fifth, seventh, and ninth days 
after birth, one centigram of the living cul- 
ture emulsified in 2 cc. of a liquid made up 
of glycerine 40 gm., glucose 10 gm., and 
distilled water 1,000 cc. Experiments with 
the vaccine on monkeys have shown that 
none of the animals vaccinated more than 
a year previously died of tuberculosis, while 
those artificially affected, and the controls 
not vaccinated or artificially infected, con- 
tracted the disease and died of it. Cattle 
have been similarly protected in France, 
Belgium and England, and have been revac- 
cinated yearly without reaction. It should 
be possible to confer immunity on uninfected 
adults with negative tuberculin reaction and 
maintain this stage by yearly vaccination. 
The BCG has been shown therefore to be 
quite harmless, and may be used without 
fear in preventing animal and human 
tuberculosis. Infants vaccinated more than 
three years have shown no harmful effects. 
Its efficaciousness, particularly in protecting 
infants, appears well established clinically 
and experimentally. Further observations 
as time goes on will determine its practical 
value.—Essai de prémunition par le BCG 
contre Vinfection tuberculeuse de V’ homme et 
des animaux, (Deuxiéme note), A. Calmette, 
C. Guérin, B. Weill-Hallé, L. Neégre, A. 
Boquet, Wilbert and Turpin, Presse Méd., 
June 20, 1925, no. 49, 825.—(E. H. K.) 


Immunization with Dead Tubercle 
Bacilli.—Since tuberculin allergy can be 
induced with dead tubercle bacilli, it seemed 
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advisable to investigate whether or not 
allergy so induced results in increased resist- 
ance against subsequent infection with 
living tubercle bacilli. The thought that 
allergic hypersensitiveness might indicate 
increased resistance is an obvious deduction 
from the superinfection experiments of Koch 
and others. Two groups of guinea pigs were 
treated with the Dreyer defatted tubercle- 
bacillus material and with heat-killed 
tubercle bacilli respectively. Skin reactions 
with old tuberculin were much more constant 
in the latter than in the former group. These 
treated guinea pigs, together with controls, 
were subsequently infected with equal 
doses of tubercle bacilli. All groups were 
so arranged that the control and treated 
groups contained animals of analogous 
weight. Every animal that died was autop- 
sied and not included in the results reported 
unless it was determined that death was 
due to uncomplicated tuberculosis. The 
loss of a large number of animals through 
intercurrent infection materially reduced the 
number to be reported. After a most rigid 
elimination of against the inclu- 
sion of which the slightest experimental 
objection could be raised, there remained 26 
Dreyer-treated animals, 27 treated with dead 
bacilli and 23 controls for reporting. In 
most instances the lives of the Dreyer- 
treated animals were prolonged over those of 
the controls, but the results were not as 
good as those obtained with dead whole 
bacteria. The group receiving the latter 
lived approximately half again as long as the 
controls. The presence of a greater degree 
of allergy in the whole bhacillus-treated 
group strengthens the belief in the protective 
significance of the allergic reaction. The 
fundamental biological significance of bac- 
terial allergy appears to be an increased 
specific adjustment of the tissues for response 
to the stimulus of infection, and a conse- 
quently enhanced capacity for the rapid 
mobilization of a protective mechanism. 
When this mechanism is called into play 
against a slight invasive assault, infection or 
superinfection may be slowed down or pre- 
vented. ‘The same increased reaction capac- 
ity, however, which is protective under such 
conditions, implying as it does a sharp 
inflammatory response, may become injuri- 
ous and even fatal, if called into play to an 
excessive degree either in the course of 
spontaneous infection or by the artificially 
induced circumstances of tuberculin injec- 
tion. The artificial production of allergy 
by dead bacilli or other products offers a 
hopeful channel for the investigation of 
immunization in tuberculosis.—The Signifi- 
cance of Bacterial Allergy as a Sign of 
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Resistance, H. Zinsser, H. K. Ward and 
F. B. Jennings, Jr., J. Immunol., July, 
1925, x, 719.—(J. S. W.) 


Immunization of Infants with Dead 
Tubercle Bacilli.—Selter has maintained 
that only living tubercle bacilli convey 
tuberculo-immunity. Since, in man, such 
a procedure is not feasible, it was attempted 
to immunize with dead bacilli by using the 
vaccine of Langer. Two nurslings were 
treated with fresh vaccine and 4 with vaccine 
three weeks old. The first 2 reacted posi- 
tively, while 2 of the second four were 
negative. Further experiments were tried 
to immunize Per os, but without avail.— 
Allergisierungsversuche gegen Tuberkulin, M. 
Klotz and E. Sdnger, Beitr. 2. Klin. d. 
Tuberk., 1925, lxi, 504.—( H. J. C.) 


New Defatted Strain of Tubercle 
Bacillus for Immunization.—A rapidly 
pathogenic strain of tubercle bacillus was 
grown on saponin-containing medium until 
it was entirely free from waxy substances. 
This non-acid-fast strain had its patho- 
genicity markedly reduced, so that 0.1 mgm. 
injected into rabbit intravenously and 


guinea pigs subcutaneously did not produce 
any tuberculous changes. The elimination 


of the fats and lipoids had decreased the 
pathogenicity of the strain from two to 
three thousand times.—Uber ein neues 
spesifisches Tuberkuloseschutz- und -heil- 
mittel. Untersuchung iiber seine  Tier- 
pathogenitat. II. Mitt., R. Arima, K. 
Aoyama and J. Ohnawa, Zeitschr. f. Tuberk., 
1924, xli, 165.—( H. J.C.) 


Practical Immunization against Tu- 
berculosis §Impossible.—Immunization 
against a chronic disease, such as tubercu- 
losis, is impossible, as is also the preparation 
of an immune serum, in contradistinction 
to the condition existing in acute infectious 
diseases. Koch’s original immunolgical ex- 
periments with B. E. are criticized, in that 
the bacillary emulsion and the inoculation 
strain were different, and that an immuniza- 
tion of the inoculated animals did not 
follow.—Immunbiologisches bei chronischen 
Infektionskrankheiten, besonders bei Tuberku- 
lose, Rieckenberg, Beitr. Klin. d. Tuberk., 
1924, lx, 172.—( H. J. C.) 


_ Milk and Certified Herds—The rapid 
Increase in the number of certified tuber- 
culin-tested herds is an encouraging feature 
In a state of affairs that is very unsatis- 
factory. Early tests of the herds in a given 
region revealed about 50 per cent positive 
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reactors, but now this percentage has been 
reduced to 5. The sterilization of vessels, 
improvement of barns, etc., produce good 
results, but two objections are raised against 
such a scheme: (1) that it increases the cost 
of milk to the consumer, and (2) that the 
reacting cows are traded or shipped to other 
centres and continue to produce tuberculous 
milk. At present there is some justification 
for this situation, but conditions can be 
readily remedied in this respect. Bovine 
tuberculosis spreads much more rapidly and 
extensively among cattle than human infec- 
tion does in man. The expense to the 
government (Great Britain) of killing and 
paying for cattle condemned for tuberculosis 
would be offset by the decrease in incidence 
of human tuberculosis and the improvement 
in the milk that would result from a close 
inspection of cattle and dairies by veterinary 
surgeons. The production of high-grade 
milk from tuberculin-tested cows should be 
encouraged in every possible way. Cows’ 
should be inspected regularly, every three 
months, and the government should intro- 
duce needful legislation in these matters.— 
The Control of Tuberculosis and the Milk 
Supply, with Special Reference to Certified 
and Grade A Tuberculin-tested Herds in 
Berkshire, G. P. Male, Veterinary J., 
April, 1924, lxxxi, 181.—(H.S.W.) 


Pasteurization of Tuberculous Milk.— 
The literature on the subject of the viability 
of the tubercle bacillus, when acted upon by 
heat at various temperatures and for 
various periods, is full of contradictory state- 
ments, and this is especially the case in 
connection with the vexed question of the 
effect of pasteurization on the infectivity of 
of tubercle-infected milk. The object of the 
inquiry reported was to determine whether 
or not the milk of tuberculous cows is ren- 
dered noninfectious for guinea pigs when 
the milk is heated to 145°F. (62.5° C.), 
and held at this temperature for a period of 
thirty minutes, the milk being afterwards 
rapidly cooled. This temperature and time 
have been chosen as being the limits which 
should not be exceeded if the nutritive qual- 
ities of the milk were not to be materially 
altered, and were in accordance with the 
findings of Rosenau and the recommenda- 
tions made by the American Government 
for the commercial pasteurization of milk. 
Objection has been taken to the use of 
artificially infected milk in such tests as 
those carried out by Rosenau, and one of 
the main objects of the present inquiry was 
to carry out tests with naturally infected 
milk. Experiments were done with milk 
from cows with tuberculous udders (naturally 
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infected), with milk contaminated with 
cultures of tubercle bacilli, and with milk 
to which ground-up caseous tuberculous 
lymph nodes had been added. The method 
employed was to raise the temperature of 
the milk to 62.5°C., and to keep it at this tem- 
perature for thirty minutes. The results 
obtained by inoculating such pasteurized 
milk into guinea pigs have shown clearly 
that pasteurization carried out under these 
conditions insures a noninfective milk so 
far as the tubercle bacillus is concerned. 
Methods and technique are given in full— 
A Study of the Effect of Pasteurization on 
the Infectivity of the Milk of Tuberculous 
Cows, R. G. White, Lancet, January 30, 
1926, ccx, 222.—(J. S. W.) 


Clean Milk.—Although the worst side 
of the milk-supply question is very bad, 
it is possible to procure clean milk collected 
from tuberculin-tested cows and handled 
‘and delivered in sterile vessels at but a 
slight increase in cost over that of ordinary 
milk, and the sales of such a grade of milk 
are increasing materially. The farmer is 
learning that it is profitable for him to have 
a tubercle-free herd. If physicians would 
urge milk from tubercle-free herds, good 
clean milk would soon come into common 
use.—Tuberculosis and the Milk Supply, 
R. S. Williams, Veterinary J., April, 1925, 
lxxxi, 185. —(H. S. W.) 


Bacillus-Free Milk.—About 3,000 per- 
sons die annually in England and Wales 
from the consumption of milk contaminated 
by tubercle bacilli. Milk may be made 
perfectly safe by pouring the family’s daily 
supply into a flat pan and gradually bring- 
ing the temperature up to 170°F. by placing 
it on the stove and, when this point is 
reached, removing the container to a cool 
place; and this without affecting the taste. 
After several hours of cooling the cream may 
be skimmed (Devonshire cream) and the 
remainder of the milk used for any purpose 
desired. The protein, milk sugar and the 
salts of the milk remain in the residue that 
is left after skimming.—The West Country 
Method of Rendering Milk Safe from Tuber- 
cle, H. Scurfield, J. State Med., October, 
1925, xxxiti, 487.—( H. S. W.) 


Milk Supply and Control of Tubercu- 
losis.—Herds can be kept tubercle-free, 
but only at great expenditure of money, 
skill, and attention to detail, and the cattle 
in such herds are notoriously likely to de- 
velop tuberculosis if they are exposed to 
infection. The solution of the milk problem 
’ in England will probably not come about 
through the wholesale establishment and 


maintenance of tubercle-free herds, and the 
only safe way to protect human beings from 
the dangers of consuming milk from tubercu- 
lous cows is to pasteurize all milk sold.— 
A Warning Note on the Control of Tubercu- 
losis and the Milk Supply, S. L. Cummins, 
Veterinary J., April, 1925, Ixxxi, 190.— 
(H.S. W.) 


Disinfection of Tuberculous Sputum 
with Parmetol.—Parmetol, formerly called 
parol, is a 40 per cent solution of chlor- 
meta-cresol containing 8 per cent sodium 
hydroxide. It was found to be just as 
efficient as alkalysol, kresol solution, and 
chloramine for the disinfection of tubercu- 
lous sputum and clothing. Parmatol is 
used in a 5 per cent solution, one part to 2 
parts of the material to be disinfected. It 
has the advantage of being almost odorless.— 
Die Disinfektion tuberkulésen  Auswurfs 
durch chemische Mittel. V. Mittl.: Das 
Parmetol (Parol), P. Uhlenhuth, E. Hailer 
and K. W. Jitten, Arch. f. Hyg., 1924, 
xeti, 293.—( H. J. C.) 


Disinfection of Tuberculous Sputum 
with Parmetol and Alkalysol.—A 4 
per cent solution of alkalysol, added to 
sputum in double volume, kills tubercle 
bacilli. After three hours’ exposure only 
one exception was found. As a rule four 
hours are required to complete the disinfec- 
tion. Parmetol, in contrast to alkalysol, has 
the advantage of being odorless, but is not 
serviceable for disinfecting tuberculous 
sputum.—Die Desinfektion tuberkelbacillen- 
haltigen Sputums mit Alkalysol und Parmetol, 
Stefania Lichenstein, Zisch. f. Hyg., 1924, 
cit, 55.—( J. C.) 


Sputamin, New Disinfectant for Spu- 
tum.—The solubility of cresol is improved 
by the addition of salts of cresotinic acid, 
while alkalysol is improved by the addition 


of soaps. In this way, four new mixtures 
were made for the disinfection of tuber- 
culous sputum. One of these, containing 
80 per cent chloramine, is called Sputamin, 
and is the most valuable of the preparations. 
—Die Disinfektion tuberkulésen Auswurfs 
durch chemische Mitlel. Leicht losliche alka- 
lische Kresolpréparate. Sohlussbemerkungen, 
P. Uhlenhuth and E. Hailer, Arch. f. 
Hyg., 1924, xcii, 304.—(H. J. C.) 


Value of Biological Tests in Prognosis 
of Tuberculosis—Three hundred patients 
were studied by comparing the Pirquet 
reaction, red-cell sedimentation rate and 
globulin precipitation reaction, and the 
tests were repeated after three months in 
200. One must not expect more from these 
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reactions than they can give, especially of 
the skin reaction, but when done from time 
to time in the course of the disease they con- 
stitute a prognostic procedure only in so far 
as they indicate a comparison of the present 
state of the patient with his state at earlier 
observations. The extent or intensity of 
the tuberculous process, however, cannot be 
indicated by these serological reactions. 
The greater the intoxication and tissue 
destruction, the greater is the increase of the 
globulin at the expense of the albumin, just 
as is the case in other diseases in which 
albuminous elements are destroyed. These 
tests may be regarded as an aid in deter- 
mining whether a patient with tuberculosis 
is in need of treatment or not, although their 
value when taken alone must not be over- 
estimated.—Uber neuere biologische Proben 
sur Sicherung der Prognose der Lungen- 
tuberkulose, E. Hager, Klin. Wchnschr., 
March 26, 1925, iv, 592.—({ H. S. W.) 


Leucocytes in Prognosis of Pulmonary 
Tuberculosis.—Blood examinations were 
made on 185 sanatorium cases observed 
clinically for one year and more, utilizing the 
Schilling method. In incipient, or residual, or 
protracted pulmonary tuberculosis there 
was, as a rule, lymphocytosis and a mild 
shift to the left, without neutrophilia, and 
with normal eosinophile count. Whether a 
shift to the left can be attributed to mixed 
infection remains undetermined. If the 
immunity diminishes or the virulence of the 
bacilli increases, the lymphocyte count 
drops, a neutrophilia occurs, and the shift 
to the left becomes more pronounced, while 
the eosinophiles diminish. These leucocytic 
changes indicate a bronchopneumonic proc- 
ess, caseopneumonic liquefaction, cavity 
formation, or dissemination to other organs. 
The more intense the pathological process, 
the lower the lymphocyte count, which can 
diminish to a low value, while the eosino- 
philes can disappear totally, and the shift 
to the left can become limited to myelo- 
cytes. Improvement reverses the leucocyte 
picture entirely. Basophilic cells and mono- 
cytes show no characteristic changes. A 
prognostic index is given in which the nu- 
merator is determined by the number of 
lymphocytes and the denominator by the 
sum of the myelocytes and young forms. 
The prognosis of pulmonary tuberculosis is 
more favorable the greater this quotient. 
If it is less than 0.5 the prognosis is un- 
favorable. If it is between 0.5 and one, the 
case can still be benefited. In miliary 
tuberculosis all figures are valueless.— 
Differentialleukocytenbild und prognostischer 
Index bei Lungentuberkulose, insbesondere 
ihre praktische Bedeutung in der Lungen- 
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fiirsorge, Kalkbrenner, Zitschr. f. Tuberk., 
1924, xli, 25 —(H. J.C.) 


Red-Cell Sedimentation Reaction in 
Prognosis.—A report of 65 cases, examined 
over a period of 3 years by the sedimentation 
reaction and classified according to the 
system of Bard-Piery, as recommended by 
Neumann, is presented. The observations 
indicate that a markedly accelerated reac- 
tion, in general, means a grave prognosis; 
collapse therapy, however, may aid a num- 
ber of cases of phthisis with markedly 
accelerated reaction. In the absence of an 
accelerated reaction prognosis is good.— 
Uber den Prognostischen Wert der Senkungs- 
geschwindigkeit der Erythrocyten bei der 
Lungentuberkulose, A. V. v.Frisch, Beitr. 
z. Klin. d. Tuberk., 1924, lx, 141.—(H.J.C.) 


Family History and Prognosis of Pul- 
monary Tuberculosis.—The histories of 
over 1,000 cases of pulmonary tuberculosis 
were investigated from this standpoint. 
They were divided into the following groups: 
1: Those with a direct maternal history. 
2: Those with a direct paternal history. 
3: Those with an indirect maternal and 
ae history. 4: Those with no family 

istory. 5: A small group with both direct 
maternal and paternal history. Group 3 (in- 
direct maternal and paternal history) gave a 
history of tuberculosis in uncles, aunts or 
grandparents. The possibilities of error were 
naturally greater than in the case of parents. 
It was then ascertained how many years after 
the onset of symptoms the patient died or 
had lived since the onset, if alive. Cases 
were classified as (1) acute, lived less than a 
year, (2) subacute, lived one to two years, 
(3) intermediate, lived three to five years, 
and (4) chronic, lived ten years or more. 
Results of study: J: Almost 80 per cent of 
sputum-positive cases gave no family 
history of tuberculosis. 2: Cases with a 
direct maternal history appeared to do best. 
Among this group there were 7.25 per cent 
of acute cases, compared with 10.3 per cent 
in which there was no family history, 44.9 
per cent intermediate as opposed to 35 per 
cent, and 20.6 per cent chronic as opposed to 
11.8 per cent. On the other hand, those with 
a direct paternal history showed a larger 
proportion of acute cases (15.07 per cent), 
about the same proportion of subacute and 
intermediate forms, and again a slightly 
larger proportion of chronic forms (?). 
Those with both a direct maternal and 
paternal history showed a still larger propor- 
tion of acute forms (18.18 per cent). The 
numbers are too small to permit definite con- 
clusions, but it would seem that the mother 
is capable of conferring some immunity. 
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More careful studies are necessary.— Family 
History in Relation to Prognosis of Pul- 
monary Tuberculosis, A. P. Ford, Tubercle, 
December, 1925, vit, 117.—(A.P.) 


Prognosis of Pulmonary Tuberculosis 
with Cavity.—The views of Graff that 
cavities are of grave prognostic significance 
were studied on a large sanatorium material 
especially suited for this purpose. There 
are, without doubt, a greater number of 
cavities than even the most careful physical 
or roentgenological observations disclose. 
The prognostically unfavorable cases of 
exudative tuberculosis, in which cavities 
are only an associated symptom, are easily 
differentiated. The remainder of the cases 
after 6} years showed a mortality of only 
50 per cent, and some of these no doubt died 
of intercurrent conditions. Of those re- 
maining alive, at least half were completely 
healed and capable of work, one-fourth were 
capable of work, while the remainder were not. 
Although a cavity unfavorably influences the 
prognosis of the cases of productive tuber- 
culosis, it is not absolutely a bad omen. 
Therapeutically, X-ray treatment is ad- 
vised in bilateral cases, while in unilateral 
cases collapse therapy, especially thoraco- 
plasty and phrenicotomy with raying, is 
advised. It is possible, thus, to improve 
markedly the prognosis of cavities. It is not 
believed advisable to exclude phthisis cases 
with cavity from sanatoria.— Die Bedeutung 
der Kaverne fiir die Prognose und Therapie 
der Lungentuberkulose, A. Bacmeister and 
W. Piesbergen, Zischr. f. Tuberk., 1924, 
sli, 161.—(H. J.C.) 


Classification of Pulmonary Tubercu- 
losis.—Ziegler pointed out that the produc- 
tive and exudative forms of pulmonary 
tuberculosis could not be differentiated 
macroscopically, anatomically, clinically, or 
roentgenologically. Individual caseous pneu- 
monic or miliary nodules can be well differ- 
entiated as exudative or productive, but 
the larger lesions were found incapable 
of differentiation. In larger processes the 
findings are usually mixed. At times, 
productive cases can pursue a rapid course 
while exudative cases can have a favorable 
course, and even heal. Catarrh is not 
necessarily associated with exudative proc- 
esses, but is related to the inflammatory 
condition. Elastic fibres, the number of 
bacilli, and high fever have little to do with 
the character of the process, whether pro- 
ductive or exudative. Prognostic conclu- 
sions also cannot be drawn from the ana- 
tomic character of the lesion, and it is believed 
advisable, therefore, to exclude the terms 
productive and exudative in any classifica- 


tion of pulmonary tuberculosis, and to be 
satisfied with clinical and roentgenological 
factors of easy determination, such as 
cirrhotic, pneumonic, cavernous and nodular. 
—Zur Frage der qualitativen Diagnose und 
Einteilung der Lungentuberkulose (Erganzung 
sur gleichnamigen Arbeit von Ziegler, W. 
Curschmann, Beitr. 2. Klin. d. Tuberk., 
1925, lxi, 399.—( H. J.C.) 


Classification of Pulmonary Tubercu- 
losis.—The differentiation of productive 
and exudative tuberculous lesions, macro- 
scopically and microscopically, is impossi- 
ble in most cases. The pure forms of produc- 
tive tuberculosis are only found in miliary 
tuberculosis, while those of exudative tuber- 
culosis are only seen in caseous pneumonia, 
in so far as large pulmonary areas are in- 
volved. The predominant forms of tuber- 

is are mixed forms, in which, at most, 
only a limited field is predominantly one 
form or the other. Great difficulty is 
experienced also in roentgenological difier- 
entiation. Since productive lesions are 
almost always surrounded by an exudative 
zone, and caseous productive can be as 
dense as caseous exudative lesions, a 
differentiation by X-ray is impossible. 
The difficulties are further enhanced by 
technical considerations, such as a summa- 
tion of shadows, distance of the lesion from 
the plate, etc. In technically perfect plates 
there are seen, in the majority of cases, a 
mixture of both forms. Differentiation also 
is impossible clinically. The presence of 
catarrh and fever, and the sputum examina- 
tion, especially for elastic fibres and tuber- 
cle bacilli, allow no conclusions as to the 
anatomic form of the disease. Not all 
purely exudative tuberculosis is prog- 
nostically unfavorable and, vice versa, 
typical productive forms can be malignant. 
All classifications, in attempts to differenti- 
ate productive and exudative forms are with- 
out much value. The author recommends 
the elaborated form of Turban-Gerhardt 
classification without the terms exudative 
and productive.—Zur Frage der qualitativen 
Diagnose und Einteilung der Lungentuber- 
kulose, O. Ziegler, Beitr. z. Klin. d. Tuberk., 
1925, lx, 493.—( H. J. C.) 


Classification of Pulmonary Tuber- 
culosis.—A series of 200 cases of pul- 
monary tuberculosis were studied, to note 
whether the objection to the Albrecht- 
Frankel classification was justified because of 
the frequent occurrence of mixtures of the 
various forms, and it was found that 73.5 
per cent clinically were of pure forms. In 
the new Turban classification of pulmonary 
tuberculosis the heading, “Stage of evolu- 
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tion, anatomic-biologic according to Ranke,” 
is discarded. The addition of the heading, 
“Immunity reaction,” is considered of 
no advantage, so long as the views on this 
remain divergent.—Zur Klassifikation der 
Lungentuberkulose, K. Lydtin, Zischr. f. 
Tuberk., 1924, xli, 250.—( H. J. C.) 


Tuberculosis Nomenclature for Dis- 
pensary.—The following nomenclature was 
devised for the new Cologne tuberculosis 
dispensary: Group 1: AO: Active open tu- 
berculosis of the lungs with positive sputum 
findings. Group 2: A: Active tuberculosis 
of the lungs. Group 3: Ora and Ory: Active 
or inactive tuberculosis of organs aside from 
the lungs. Group 4: Sk: Scrofulosis, that 
is, an active tuberculosis plus an exudative 
diathesis in  Pirquet-positive children. 
Group 5: G: Tuberculosis exposed, that 
is, Pirquet-negative children in families of 
AO and A and Ora. Group 6: I: Inactive 
tuberculosis of the lung, that is, those with 
evidences of tuberculosis but at the time 
inactive. Group 7: ZB: Tuberculosis sus- 
pects, that is, Pirquet-positive with sus- 
picious disease symptoms. Group 8: If: 
Infected with tubercle bacilli, that is, Pir- 
quet-positive children without tuberculous 
foci, so called occult or latent tuberculosis. 
Groups 1 and 2 are infectious. If an infant 
is being dealt with Sg is added, as follows: 
IF gg.—Tuberkulosenomenklatur fiir die Fiir- 
sorgestelle, zugleich ein Tétigkeitsbericht der 
Tuberkulosefiirsorgestelle Neukéln-Berlin im 
Jahre 1924, I. Zadek, Ztschr. f. Tuberk., 
1925, xliti, 285.—( H. J. C.; 


Future of Tuberculosis.—From a retro- 
spect of the prolonged back-and-forth struggle 
of tuberculosis and man, no one is so optimis- 
tic as to predict a cessation of the conflict in 
the near future. Even in the most scientifi- 
cally regulated communities, such as the 
Framingham experiment, the disease is not 
yet completely controlled. If this is true, 
how about the remote communities, in which 
little or no effort is made-toward control? 
Even before the race knew what the disease 
was, natural means of defense against the 
infection were being developed, first, by an 
attenuation of the virulence of the micro- 
organism, and, second, by an increased im- 
munity of the individual, which, after a 
generation or two, is transmitted to suc- 
ceeding generations and may be termed racial 
immunity. The purely pulmonary forms of 
tuberculosis are predominant, and there is 
evidence that in these cases the virulence 
of the tubercle bacillus will be sustained 
indefinitely. It is now pretty generally 
agreed that most people are infected in child- 
hood. City folks are infected very young. 


Instead of the dust, droplet, or milk infection 
poole Krause feels that much child- 
ood infection is acquired from raw sputum 
from obscure cases of tuberculosis. Sus- 
ceptibility to tuberculosis varies greatly in 
different age groups. In infancy, for some 
unknown reason, the lymphoid tissue does 
not respond to the toxins of the tubercle 
bacillus; so that the bacilli, after once get- 
ting into the lymph-stream of the lungs, 
ass readily through, and will form tubercles 
in distant parts of the body with a tendency 
to generalized miliary tuberculosis. As the 
child gets older, 3 to 13 years of age, its 
lymphoid tissue appears to react more, and 
thus we get the lymphatic types of childhood. 
From 13 to 20 years there is the development 
of allergy, together with decreased motilit 
of the lung, which tends to arrest the bacilli 
in the lung parenchyma near where it first 
lodges, and the adult type of disease results. 
In old age, allergy seems to be present, but 
poor circulation seems to enhance the 
growth of the tubercle bacillus. The 
nation that is the best fed and has the best 
tuberculosis organizations will produce the 
lowest death-rate, all other things being 
equal. Racial immunity is the cumulative 
effect of individual infections in successive 
generations, and is the quality in the tubercu- 
lous that promotes the proliferation of fixed 
tissues (connective and reticular) about the 
focus of infection. Fibrogenesis may be 
considered as a function of regularly repeated 
exposures during the past, while allergy is 
a function of existing infection. When al- 
lergy develops in these partially immune 
people, with moderate doses there will be 
rather rapid encapsulation, but when it 
develops in a primitive race, the result is 
strictly the exudative type of tuberculosis, 
such as pneumonia and meningitis. Potent 
as individual and racial immunity is, it is by 
no means adequate to stem the onrushing 
tide of tuberculosis, even barring the future 
increase in congestion of population and 
industrialization. Social and public health 
measures and laboratory research compose 
the artificial defensive efforts against tuber- 
culosis. The natural means of defense 
against tuberculosis will become more potent 
in proportion to the frequency and extent 
of infections, yet, no more than it was a 
century ago, will they be sufficient to hold 
the disease in check. By a combined effort 
on the part of the social organizations for 
the prevention of tuberculosis and public 
health bodies a continued decrease in the 
death-rate will occur, until its downward 
trend meets the upward rise of the effects of 
density of population and industrialization, 
when an equilibrium will result. To break 
this deadlock, some new measures originating 
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in the laboratory must be evolved, either in 
the form of a method for early diagnosis, a 
vaccine, a serum, a chemical, or any two or 
more of these factors. Judging from results 
in other fields of work we may expect some- 
thing within the next few decades that will 
at least remove the great sting from tubercu- 
losis—The Outlook for the Tuberculous 
Patient, H. C. Sweany, Med. J. & Rec., 
March 18, 1925, cxx, 327—(B. T. McM.) 


More Accurate Study of Tuberculosis 
Desirable.—The study of tuberculosis has 
made great progress, as it is a disease that 
lends itself in many ways to exact, scientific 
study. As to the cause, the tubercle bacillus 
is fairly easily grown and its types are 
known; though these are closely related, we 
need more exact study into the difference in 
types. As to infectiousness, much is also 
known, but even after the work of Cornet 
and Fliigge, the exact relations between the 
tubercle bacillus and the normal person who 
becomes infected are not yet clear. Much is 
also known about the incubation time, but 
here, too, a few exact observations show how 
many observations are inexact. We can 
know more about the clinical course of the 
disease if we ascertain all the important 
features in the history in relation to the 
various forms of clinical disease or complica- 
tions. The evidence of the tuberculous 
nature of numerous diseases (tuberculides, 
conjunctivitis, erythema nodosum, pleurisy, 
etc.) is more often statistical and probable 
than actual, and we need further studies along 
this line.-—Exakte Tuberkuloseforschung, F. 
Hamburger, Wien. klin. Wchnschr., May 1, 
1924, xxxvii, 434.—( H. S. W.) 


Tuberculosis of Aged.—With the in- 
creased doubling up of families incident to 

revailing economic conditions in Germany, 
infants and children are in much more con- 
tact with their grandparents or other older 
people than formerly, and the question of 
tuberculosis in the aged takes on a new 
significance. Statistics for Prussia show 
that there is a high mortality in infants, 
and that this then drops materially until 
puberty, when it begins to rise again. 
Tuberculosis causes relatively (to the num- 
ber of the living at that age) more deaths in 
these later periods of life but, of course, the 
actual numbers are smaller by far than in 
certain of the younger age periods. Sputum 
examinations in 339 old people in an institu- 
tion, none of whom were suspected of having 
tuberculosis, revealed an incidence of 2 per 
cent that showed bacilli. All of the patients 
had been coughing for many years, which 
was attributed to age, and all but one of them 
expectorated. In one there was a history of 


hemoptysis. They usually had signs of 
diffuse chronic bronchitis, emphysema or 
sclerotic or cardiac changes. Some were 
weak; none had fever; some had mild 
cachexia. None developed signs or symp- 
toms of tuberculosis; and several had been 
inmates of the institution for varying lengths 
of time to 44 years before detection. Physi- 
cal examination is conspicuously unreliable 
as regards the chests of old people. The 
ossification of the costal cartilages and the 
rigidity of the thorax, always present in 
inspiration, obscure percussion findings. 
The presence of widespread, numerous rAles 
over the entire lung is also a confusing 
factor in the examination, as are the rela- 
tively shallow respiratory movements. Fre- 
quently in tuberculosis of the aged signs are 
not predominantly apical. There are fre- 
quently long peri of remission. At 
autopsy there is usually marked fibrosis, 
often with cavity formation, a process that 
appears to have been present for many years. 
—Uber Tuberkulose bei alten Leuten, F. 
Goldmann and G. Wolff, Klin. Wchnschr., 
September 16, 1924, tit, 1727.—' H. S. W.) 


Tuberculosis and Health Insurance.— 
Insurance companies in Austria give treat- 
ment to their insured in their own sanatoria, 
but these institutions are usually over- 
crowded, tie attention given the individual 
patient is not as satisfactory as that given 
in private or city sanatoria, and in general 
the results achieved are not so good. One 
disadvantage is that these companies care 
for only those who are unable to work; 
hence they do not treat early cases at all, 
and make no contribution toward the pre- 
vention of tuberculosis. Naturally, the 
patients in early stages of the disease stand 
in greater need of treatment than do those 
in late stages, and will respond much more 
satisfactorily as a rule. If progress is to 
be made in Austria in the fight against tuber- 
culosis, provision must be made for state 
maintenance of old-age and invalidity in- 
surance.—Tuberkulose Bekdmpfung und 
Krankenversicherung, A. Gotsl, Wien. klin. 
Wehnschr., May 1, 1924, xxxvii, 433.— 
(H. S. W.) 


Tuberculosis among French Senega- 
lese Troops.—The material of this study 
comprises the Senegalese contingent sta- 
tioned at Fréjus and Toulon and patients in 
Hospital 86 at Fréjus. The elements of 
the problem are: /: What is the incidence 
of tuberculous infection among the Sene- 
galese? 2: How can it be detected? 3: 
What hygienic or preventive measures 
should be adopted? Tuberculous infection 
among the Senegalese: The cutaneous tuber- 
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culin reaction was used, and interpreted as 
positive if an indurated papule appeared 
at the site of scarification within forty-eight 
hours. Calmette’s previous observations 
made in West Africa have shown approxi- 
mately 15 per cent infection in Senegal, and 
5 per cent in Guinea. In 1918 Blazy found 
5 per cent positives among recruits from 
villages of the interior and found also that 
the positives increased progressively with 
their stay in France, those who had had 
several years’ service showing about the 
same proportion as among Europeans. 
Evolution and forms of tuberculous disease: 
Tubercles are produced by cellular com- 
plexes, in which a symbiosis of tubercle 
bacilli with certain specific cellular elements 
is the important factor (Calmette). Where 
do the tubercles develop? The perivascular 
lymphatics seem to be first involved, with 
further dissemination usually occurring by 
the lymph or blood stream. The most 
frequent necropsy lesion (in 80 per cent of 
cases) has been tracheobronchial adenop- 
athy, the nodes varying in size from that of 
an olive to that of a hen’s egg. Any or all 
of the various groups may be involved. 
It is generally accompanied by supraclavicu- 
lar adenitis, more rarely by true cervical 
adenitis. In occasional cases this latter is 
the only definite tuberculous lesion (necropsy 
evidence from two cases dying of intercurrent 
acute infections). Next to tracheobronchial 
adenopathy in frequency comes caseous 
pneumonia. In this the lung, on the same 
side as the adenopathy or on the side of the 
more advanced changes, is dense, hepatized, 
and more or less the consistency of Roque- 
fort cheese. There is an_ intrailveolar 
exudative process, lobular, lobar or seg- 
mentary. In two cases there was direct 
contiguity of a caseating process extending 
from the hilum to the periphery of the 
bronchial tree. This type of involvement 
(caseous pneumonia) was the most frequent 
clinical type, making up 30 per cent of cases. 
Miliary processes (la granulie) come next in 
frequency. Here it literally “snows”’ tuber- 
cle (Borel), and organs and serous membranes 
are riddled with more or less recent, fine 
granulations, a sign of intravenous infection 
or entrance of bacilli. The organ most 
frequently attacked, and showing the 
oldest tubercles, is the most vascular organ 
of the body, that “venous diverticulum,” 
the spleen. It is constantly hypertrophied 
and sown with tubercles, giving it externally 
a “raspberry” aspect, or, on section, like 
nougat. The granules vary in size from 
that of a shot to that of a hazel-nut and the 
larger ones frequently show caseation, or 
even cavitation. The splenic stage appears 
to precede that of general dissemination. 


Pulmonary tubercles are not generally so 
numerous or advanced as those in other 
organs. The miliary type was found in 25 
per cent of cases. Serous membrane tuber- 
culosis may occur in a variety of forms. 
Dry pleuritis, or concomitant inflammation 
of both visceral and parietal pleura, is 
almost always a complication of a primary 
pulmonary tuberculosis. We may have asa 
result (1) simple pleural synechiae, {2) 
pachypleuritis with caseation or calcification, 
and (3) subpleural gelatinous edema. The 
exudative forms of pleuritis are accom- 
panied by the appearance of small discrete 
tubercles on the subjacent pulmonary sur- 
face. Purulent pleurisies are also generally 
secondary to active pulmonary foci. At a 
more advanced stage of evolution of the 
disease pericardial effusion occurs, the vis- 
ceral serosa being studded with placques or 
milky spots, and in general presenting a 
roughened ‘‘cat’s tongue” surface. We may 
then term the condition tuberculous pleuro- 
pericarditis. Ata still later stage are found 
new formations, fibrosis or lardaceous fusing 
of the serous surfaces (cardiac synechiae), 
and in certain forms the pericardium is 
infiltrated with caseous masses. The car- 
diac muscle is usually found atrophied, but 
the liver is increased in volume and presents 
a “nutmeg” appearance. There may be a 
perihepatitis and a “cardiotuberculous cir- 
rhosis.”” From the thoracic serous surfaces 
the tuberculous products may invade the 
abdominal serosa, causing peritoneal effusion 
and involvement of the mesenteric lymph 
nodes; in other cases the latter are originally 
invaded from an intestinal lesion. Purely 
abdominal tuberculosis presents the following 
types of lesions: hypertrophied or caseous 
mesenteric lymph nodes; agglutinated and 
tuberculized intestinal coils; peritoneum 
covered with granulations; edematous, in- 
durated or hypertrophied mesentery, which 
may be cemented to other organs with a 
tuberculous “‘solder,’’ and associated with a 
perihepatitis and perisplenitis; and more or 
less abundant or loculated exudate, sero- 
fibrinous or hemorrhagic. Such a type of 
disease, unassociated with tracheobronchial 
adenopathy or demonstrable thoracic lesions, 
and apparently of gastrointestinal origin, oc- 
curs in about 10 per cent of cases. Chronic 
pulmonary tuberculosis of the European type 
is seen in about 5 per cent of cases. Involve- 
ment of other tissues (bones, genitalia) ap- 
pears to be of rare occurrence except as sec- 
ondary to the above forms, which may be 
combined one with another. For instance, 
caseous pneumonia and terminal miliary 
tuberculosis are found associated in 20 per 
cent of cases; less frequently, serous mem- 
brane and terminal miliary tuberculosis; 
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quite frequently, caseous pneumonia and 
serous membrane tuberculosis. All these 
forms, except the abdominal and the chronic 
pulmonary, have a common link and point 
of departure in tracheobronchial lymphadeni- 
tis; that is, most of the tuberculosis in the 
Senegalese gravitates about the lymphatic 
system, with a secondary and marked 
tendency to massive extension by eruption 
from the initial focus or to generalization by 
way of the vascular system. In general, 
there exists in the course of disease (1) 
a period of onset or invasion, clinically latent 
or “silent,” and only indicated by a positive 
tuberculin reaction, and (2) a period o 
clinical evolution which proceeds sande 
(in three to five months) toward the ter- 
minal forms, except in the chronic “Euro- 
pean” type, which is unusual. In other 
words, tuberculosis, as ordinarily seen in the 
Senegalese, has the characteristics of a 
primary infection, in contradistinction to the 
as seen in Europeans. Detection: 
In certain subjects in good general condition 
the only objective sign is furnished by palpa- 
tion of the supraclavicular region, where a 
lymph node of variable size may be felt. 
Sometimes it is located between the sternal 
and clavicular insertions of the sternoclei- 
domastoid muscle. At this time the tuber- 
culin reaction will be found positive, and 
there is generally evidence of tracheo- 
bronchial adenopathy, either on physical 
or roentgenographic examination. At this 
time, unless the subject is quickly repa- 
triated, there will occur within a few months 
an evolution toward one of the forms pre- 
viously described. Necropsy will show the 
initial tracheobronchial and supraclavicular 
lesions and the paths of extension. Thus 
it may be said that, as a rule, supraclavicular 
adenitis signifies concomitant tracheobronchial 
adenopathy, corresponding to an early phase 
of infection. There are also important 
constitutional indications of infection: the 
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skin becomes dry, possibly depigmented in 
certain zones; the subcutaneous fat dimin- 
ishes; and there is loss of muscular tone, 
including that of the heart muscle, resulting 
in acceleration of the pulse. Important 
functional symptoms are dyspnea and 
pertussoid cough; if these are absent one 
should look carefully for abdominal or 
pleural symptoms. Patients with the Euro- 
pean type of chronic phthisis come mostly 
from the urban coastal population. The 
important diagnostic points of this type have 
been sufficiently referred to. Even with 
such manifestations, however, the Senegalese 
present a disease of more active and sudden 
evolution, with more severe constitutional 
symptoms, and a less favorable course, with 
a marked tendency to consolidation and 
cavitation, and much less to fibrosis. Casea- 
tion predominates over sclerosis, and hemop- 
tyses are not “episodic” but sudden and 
serious, and associated with fever and often 
with pneumonic extensions. However, un- 
der favorable hygienic conditions, if detected 
in the period of initial invasion and if 
repatriated, the Senegales may attain arrest 
of their infection. General hygiene and 
prophylaxis: While early detection is im- 
portant, prophylaxis is equally so. There 
must be avoidance, if not of all contagion, 
at least of massive or virulent infection, 
and resistance must be increased. The 
adoption of the individual dish for the com- 
mon mess and the use of the napkin may be 
mentioned. Acute respiratory infections 
are to be avoided, and it is recommended 
that the transportation of African con- 
tingents be carried out during the summer 
months, in order that they may be gradually 
acclimatized, and that the first winter be 
spent in garrisons in the more clement parts 
of France—La tuberculose des troupes 
Sénégalaises, C. Blazy, Rev. d l. Tuberc., 
August, 1925, vi, 461.—(A. P.) 
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